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Fastest and shortest-acting ora! barbitura 


‘Seconal Sodium’ 


(SECOBARBITAL SODIUM, LILLY) 


Among iter many uses: andi 1/2-prain 
3 va'ss and in ampoules, sioposi- 


simple insomnia tories, and ‘Enseais’ (Timou Dis- 
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help assure optimal nutrition 
during gestation... 
throughout lactation 


vitamin-mineral combination 

You can help assure optimal nutrition in your patients during 
pregnancy and lactation by supplementing their diet with NATABEC 
Kapseals. Designed to improve intake of important vitamins and 
minerals at these times of increased nutritional need, NATABEC 
Kapseals, taken regularly, help avoid complications and aid in 
safeguarding the health of both mother and child. 

dosage: As a dietary supplement during pregnancy and lactation, one or more 
Kapseals daily. NATABEC Kapseals are available in bottles of 100 and 1,000. 


Each NATABEC KAPSEAL represents: 
Calciwm carbonate ..... . . Synkamin (vitamin K 


Ferrous sulfate ..... as the hydrochloride) .... 0.5 mg. 
Vitamin B.: (crystalline) . ... .. 2 meg. 10 mg. 
POUR 1 mg. Vitamin B. (riboflavin) ...... 2mg. 
4,000 units Nicotinamide (niacinamide). . . 10 mg. 

Vitamine B, (thiamine hydrochloride) ...... mg. 


hydrochloride) ......... Smog. Vitamin C (ascorbic acid) . . . . 50mg. 
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and contact) dermatoses, n 


prednisolone, free 


Mericorretone," brand of ednisolc 


ng: MeTti-DERM Cream, 0.5%, 10 Gm. tube. 


...and adding dual control 
to Meti-steroid skin therapy — 
protection 


against infection 


new 


eti-De rm ointment 


with Neomycir 


enhanced effectiveness 
in allergic, inflammatory 
dermatoses when 


minor infection 


is present 


or anticipated 


neomycin in addition to 
prednisolone, free alcohol 

—for protective coverage against 

virtually all pathogenic skin 

bacteria with a well-tolerated, 

topical antibiotic. 


formula: Each gram of water-washable 
Meti-DERmM Ointment with Neomycin 
contains 5 mg. (0.5%) prednisolone, 
and 5 mg. (0.5%) neomycin sulfate 
equivalent to 3.5 mg. neomycin base. 


packaging: Meti-Derm Ointment 
with Neomycin, 10 Gm. tube. 


MD-J-656 
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WITH 


BRAND OF MECLIZINE HYDROCHLORIDE 


longest-acting motion-sickness remedy’ effective in low 
dosage...controls motion sensitivity symptoms in minutes...one dose usually 
prevents motion sickness for 24 hours. 

in recommended dosage Bonamine is notably free from 
side reactions... supplied as: BONAMINE TABLETS, scored, tasteless, 
25 mg... . BONAMINE CHEWING TABLETS, pleasantly mint flavored, 25 mg. 
Trademark 1. Report of Study by Army, Navy, Air Force Motion Sickness Team: J.A.M.A. 160:755 (March 3) 1956. 


Pfizer) PFIZER LABORATORIES, Division, Chas. Pfizer & Co., Inc., Brooklyn 6, N. Y. 
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in rheumatoid arthritis 


(PREDNISONE) 


results—excellent - edema—rare 


Deformed hands of woman with rheumatoid arthritis 
before therapy. Unable to open hands. 


2 « 


Acutely swollen, painful knees in man with rheumatoid 
arthritis before therapy. 


After two weeks on METICORTEN, patient ts 


and can open hands completely. 


After two weeks on METICORTEN, swelling of knees is gone 
and patient can walk without difficulty. 
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in corticosteroid therapy 
permits treatment 


of more patients 


METICORTEN rarely causes edema or electrolyte side actions 


PREDNISONE i 
3 to 5 times more potent, milligram for milligram, 
than hydrocortisone or cortisone 
excellent relief of pain, swelling, tenderness; 
diminished joint stiffness—in rheumatoid arthritis 
excellent relief of bronchospasm, dyspnea, cough 
increased vital capacity in asthma 
hormone benefits in respiratory allergies, 


inflammatory and allergic eye and skin disorders, 
collagen diseases 


METICORTEN is available in 1 mg., 2.5 mg. and 5 mg. white tablets, 
and as 2.5 mg. and 5 mg. capsules. 
METICORTEN,* brand of prednisone. MC-J-614.356  *T.M. 
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A tranquilizer well suited for prolonged therapy 


ORGANIC 


CONTRAINDICATIONS 
reported to date 


e@ well tolerated, non-addictive, essentially non-toxic 
@ no blood dyscrasias, liver toxicity, Parkinson-like syndrome or nasal stuffiness 
e@ chemically unrelated to chlorpromazine or reserpine 
@ does not produce significant depression 
@ orally effective within 30 minutes for a period of 6 hours 
Indications: anxiety and tension states, muscle spasm. 


the original meprobamate—2-methyl-2-n-propyl-1,3-propanediol dicarbamate—U.S. Patent 2,724,720 
SUPPLIED: 400 mg. scored tablets. Usual dose: 1 or 2 tablets t.i.d. 


DISCOVERED AND INTRODUCED by Wallace Laboratories, New Brunswick, N. J. A) 
Literature and Samples Available on Request LAVA 
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DOCTORS EVERYWHERE NOW KNOW WHY 


Viceroys Are Smoother 


Professional men who have studied the many filters as the other two largest-selling 
microscopic analysis of the Viceroy filter filter brands. That is why Viceroys are 
now know why the Viceroy taste is smoother by far—never, never rough. That 


smoother—never rough. Only Viceroy has_ is why so many doctors now smoke and 
20,000 tiny filters in every tip—twice as recommend Viceroys. 
Yes, smoother taste because there are 
TWICE AS MANY FILTERS 


IN EVERY VICEROY TIP 
as the other two largest-selling filter brands! 


Tilter Tip 
CIGARETTE 


KING-SIZE 


Viceroy’s exclusive filter is made from 
pure cellulose—soft, snow-white, natural! 
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MUSCLE-RELAXING ACTION 


LICENSED UNDER U.S. PATENT NO, 2,724,720 


For significant relief in myositis, osteoarthritis, backstrain, and 
related conditions marked by: 

© Muscle spasm © Stiffness and tenderness 

@ Restriction of motion © Pain 


As a superior muscle-relaxant, Equant. offers 
predictable action and full effectiveness on 
oral administration. It does not disturb auto- 
nomic function and is relatively free from 
gastric and other significant side-effects. Its 
anti-anxiety property provides important cor- 
relative value. 

Usual dosage: 1 tablet t.i.d. The dose may be ad- 
justed either up or down, according 
to the clinical response of the patient. 

Supplied: Tablets, 400 mg., bottles of 50. 


anti-anxiety factor 
with muscle-relaxing action 
...Felieves tension 
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KARO’ SYRUP...meets all the criteria 
for effective milk modification 


Because Karo Syrup is a balanced 
fluid mixture of dextrins, maltose, and 
dextrose, it is well tolerated, easily 
digested and completely utilized. Its 
use will not induce flatulence, colic, 
fermentation or allergy. 


Obviously, the selection of a milk 
modifier for infant feeding depends 
to a large extent upon the needs of 
the individual infant. But, after three 
generations of use, Karo is still a car- 
bohydrate modifier of choice for all 
infants. 


From the standpoint of the phy- 
sician, Karo permits easy adjustment 


of formula and safe transition from 
liquid to solid food as circumstances 
demand. 

Mothers appreciate the fact that 
Karo is readily available, inexpensive 
and easy to use. 

Light or dark Karo Syrup may be 
used interchangeably, with cow’s milk 
or evaporated milk and water. Each 
tablespoonful yields 60 calories. 


1906 60th ANNIVERSARY 1956 
CORN PRODUCTS REFINING COMPANY 


17 Battery Place, New York 4, N.Y. 
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Clinical evidence! 2-3 indicates that 
to augment the therapeutic advan- 
tages of prednisone and prednisolone, 
antacidsshould beroutinely co-admin- 
istered to minimize gastric distress. 
2.5 mg. or 5 mg. prednisone or prednisolone with 


50 mg. magnesium trisilicate 
and 300 mg. aluminum hydroxide gel. dain te, 
References: 1. Boland, E. W., J.A.M.A. 160:613, Division oF Merck & Co.. INC. 
February 25, 1956. 2. M a . M., @ al. 
J_A.M.A. 158: 454, June 11, 1955. 3. Bollet, A. J 
et ai. J.A.M.A. 188:459, June 11, 1955. 


*CO-DELTRA’ and ‘CO-HYDELTRA’ are the trademarks of Merck & Co., INC. 
ALL THE BENEFITS OF THE “PREDNI-STEROIDS” PLUS POSITIVE ANTACID ACTION TO MINIMIZE GASTRIC DISTRESS 


= 

te 

che 

a3 

= JUNE, 1956 ee 

4 
Multiple 
Va 
i 
: 
a 
t 


DELAWARE STATE MEDICAL JOURNAL 


Now, for only $4950 G. E. brings 


you complete 200-ma x-ray facilities 


New PATRICIAN diagnostic unit 


— the low-cost x-ray unit with major features 
you've always wanted. You get 81-inch angu- 
lating table * independent tube stand with 
choice of floor-to-ceiling or platform mount- 
ing * 200 ma-100 kvp, full-wave transformer 
and control ¢ double-focus, rotating-anode 
tube. But that’s not all. 

You're equipped for vertical and horizontal 
radiography — Bucky and non-Bucky technics 
—even cross-table and stereo views. Focal-film 


*t.0.b. Milwaukee, U.S.A. 


distances up to full 40 inches at any table 
angle . . . as great as 48 inches cross-table. 

The new PATRICIAN features a counter- 
balanced fluoroscopic unit with full screening 
coverage. Even the new automatic reciprocat- 
ing Bucky is counterbalanced — self-retaining 
in all table positions. 

Contact your General Electric x-ray repre- 
sentative for details or demonstration, and be 
sure to have him explain the G-E Maxiservice® 
rental plan, 


Progress [s Our Most Important Product 
GENERAL @@ ELECTRIC 


Direct Factory Branches: 


PHILADELPHIA — Hunting Park Avenue at Ridge 


BALTIMORE — 2 West Eager Street 


JUNE, 1956 


We 
rte 
pee 


DELAWARE STATE MEDICAL JOURNAL 


“Good Cheer’ 


For the Convalescent 
and Geriatric Patient— 


There’s geniality in a glass of wine—it brightens the outlook— 
perks up the jaded appetite of the anorexic patient—makes food 
taste better, while adding its own supplement of minerals, vita- 
mins, carbohydrates. 


Many generations of physicians have warmly recommended 
not only dry table wines, but also sweet wines of many varieties 
in the treatment of elderly, post-surgical and convalescent 
patients. 


While in the past the use of wine as a medicinal agent has been 
based largely on tradition, recent research is revealing the physio- 
logic basis for subjective theories of past years. 


Thus it has been observed that wine heightens olfactory acuity, 
stimulates salivary secretion, provides mild but prolonged stimu- 
lation of gastric secretion, and exerts a vasodilating action which 
helps improve circulation and increase cardiac output. 


A glass of Sherry, Burgundy or Rhine Wine before meals, table 
wine with luncheon or dinner, or a little Port at bedtime can add 
a welcome touch of interest and “elegance” to the daily routine 
of the convalescent and the elderly patient. The food tastes 
better, the day seems shorter and brighter, and the night more 
pleasant and relaxed. 


May we send you a copy of “Uses of Wine in Medical Practice” 
(at no expense, of course). Just write to: Wine Advisory Board, 
717 Market Street, San Francisco 3, California. 
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your patient should not be 
endangered by fluid accumulation 


during “rest periods” 


YOUR PATIENT NEEDS AN 
ORGANOMERCURIAL 


When a diuretic must evoke acidosis to be effective, continued 
administration without dosage limitation results in refractoriness. 
Other diuretics may require interrupted dosage to avoid gastro- 
intestinal irritation. 

But the sustained diuresis achieved by the organomercurials never 
necessitates routine “rest periods” because of their mode of action. 


nex NEOHYDRIN 


BRAND OF CHLORMERODRIN (18.3 MG. OF 3-CHLOROMERCUR!-2-METHOXY-PROPYLUREA 
EQUIVALENT TO 10 MG. OF NON-IONIC MERCURY IN EACH TABLET) 


a standard for initial control of severe failure MERCUHYDRIN® SODIUM 


BRAND OF MERALLURIDE INJECTION 


LAKESIDE 
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BETTER 


results are obtained 

with STERANE'—83 to 5 
times more active than 
hydrocortisone or cortisone. 


BREATHING 


capacity is greatly enhanced. 
“Relief of symptoms is more 

complete and maintained for 

longer periods with relatively 
small doses.’” 


BALANCE 


of minerals and fluids usually 
remains undisturbed. This 
proves “especially advan- 
tageous in those patients with 
cardiac failure requiring 
therapy...” 


in bronchial asthma 


brand of prednisolone 


Supplied: White, 5 mg. oral tablets, 
bottles of 20 and 100. Pink, 1 mg. 
oral tablets, bottles of 100. 

Both deep-scored. 


1. Johnston, T. G., and Cazort, A. G.: 
J. Allergy 27:90, 1956. 2. Schwartz, E.: 
New York J. Med. 56:570, 1956. 

3. Schiller, I. W., et al.: J. Allergy 
27:96, 1956. 


PFIZER LABORATORIES 
Division, Chas. Pfizer & Co., Inc. 
Brooklyn 6, New York 
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save the cigarette for later... 4 7 Time was you had to wait for a 
local anesthetic to take hold —you waited, patient waited, nurse 
waited. Now, rapid anesthesia.... Blockain* works so fast that clinicians had to 
describe it as “immediate” and “almost instantaneous.” It’s practically an under- 
statement to call its action “rapid.” Longer anesthetic duration.... Besides being 
able to go to work sooner, you.can work at an easier pace. Blockain lasts long enough 
so you can proceed from incision to closure on one injection. You finish up with a 
neat suture line undistorted by repeated instillations. The patient leaves uncom- 
plaining and comfortable. = A busy clinician’s experience with Blockain in 
fourteen cases of Colles’ fracture: A single 2-5 cc. injection of Blockain into the 
hematoma produced anesthesia in an average of 3 minutes 15 seconds. The average 
duration of these operations, closed reductions, was 25 minutes. Anesthesia persisted 
beyond the time required for reduction permitting splints to be applied, postreduction 
X-rays to be taken and the patients sent home feeling comfortable. BLOCKAIN, 
30 cc., 0.56% (5 mg/cc.). Your office-ideal local anesthetic. For additional information 
write GEORGE A. Breon & COMPANY, 1450 Broadway, New York 18, N. Y. 
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THIS 


iS HOW 


Rauwiloid 


The original alseroxylon fraction of India-grown Rauwolfia serpentina, Benth. 


Antihypertensive 
Bradycrotic 


Differs 


from all other Rauwolfia preparations 


Higher Clinical Efficacy 


Rauwiloid represents the balanced, mutually poten- 
tiated actions! of several Rauwolfia alkaloids, of which 
reserpine and the equally antihypertensive rescinna- 
mine have been isolated. Hence, contrary to reports 
from some quarters, reserpine is not the only active 
principle of the Rauwolfia plant. Rauwiloid contains ail 
the active principles, but it is freed of the undesirable 
dross of the crude Rauwolfia root. 


Greater Safety 


No single commercially available alkaloid can provide 
the full efficacy of Rauwiloid together with Rauwiloid’s 
low incidence /low intensity of side actions.? For exam- 
ple, mental depression is “much less frequent with 
alseroxylon...”"? Rauwiloid is safely used even in the 
presence of cardiac, renal, and cerebrovascular compli- 
cations of hypertension. 


Tranquilizing Simplified Dosage 


Dosage is simple...merely two 2 mg. tablets at bed- 
time. When desired effect has been obtained, one tablet 
per day often suffices. 


1. Cronheim, G., and Toekes, I. M.: Com of Sedative Pro 

ties of Single Alkaloids of Rauwolfia and Mixtures, a 

Sec. Pharmacol. & Exper. Therap., lowa Guy, lowa, Sept. 5 1955. 

2. J. H.; E.., and Ford, (Rauwolfia) 

of H (Orally Different Extracts of 

f y) for Therapy of Ambu- 

latory Patients with Hypertension, A.M.A. Arch. Int. Med. 96:530 

(Oct.) 1955. 
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60 tablets. 


TABLETS 
LABORATORIES 


NEW YORK 18, N.Y. 
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an acknowledgment 


We are proud that our television series on the 
NBC network, “The March of Medicine”, has 
been selected to receive the first Albert Lasker 
Award in the field of television and radio. 


But we feel that those really being honored 
are you—the physicians and research scientists 
of America. 


Your sense of responsibility to the public— 
and that of your hospitals, laboratories, and 
staffs—has made it possible for “The March 
of Medicine” to report the story of medical 
progress. 


The Lasker Awards heretofore have been be- 
stowed on many of the nation’s outstanding 
medical scientists and journalists. As a member 
of the pharmaceutical industry, we are particu- 
larly grateful for the honor represented by 
this award. 


We are also grateful for the support we have 
continually received from the American Medical 
Association, which has cooperated in this series 
from the very beginning. 


‘ 
Francis Boyer 


President 
Smith, Kline & French Laboratories 
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‘WHAT Is THE DIFFERENCE 
BETWEEN A TRANQUILIZER: 


Comparison of the effect of Raudixin ( tranquilizer) and a 
barbiturate (sedative) on the cortical electroencephalogram 


After Raudixin. E. E.G. not altered. 


Eecause barbiturates and other sedatives depress the cerebral cor- 
tex, the sedation achieved is accompanied by a reduction in mental 
alertness. 


Raudixin acts in the area of the midbrain and diencephalon, and 
does not depress the cerebral cortex. Consequently, the tranquiliz- 
ing (ataractic) effect achieved is generally free of loss of alertness. 


RAUDIXIN 


Squibb Whole Root Rauwolfia Serpentina 


DOSAGE: 100 mg. b.i.d. initially; may be adjusted within a range of 50 
mg. to 500 mg. daily. Most patients can be adequately maintained on 
100 mg. to 200 mg. per day. 


supp.y: 50 mg. and 100 mg. tablets; bottles of 100, 1000 and 5000. 


Squibb Quality—the Priceless Ingredient 


‘RAUDIXIN’'® 1S A SQUIBB TRADEMARK 
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when 
the condition 


a reliabl 
tiseptic 


Merthiolate 


(THIMEROSAL, LILLY) 


‘Merthiolate’ is highly active under virtually ali 
conditions; is relatively nonirritating and nontoxic 


‘Merthiolate’ is germicidal in dilutions up to 1:4,000 in 
serum media and is relatively nonirritating in the con- 
centrations suggested for use. It also maintains its ac- 
tivity in the presence of soaps. The fact that ‘Merthio- 
late’ is used as a bacteriostatic agent in fluids for paren- 
teral administration gives strong evidence of its safety. 


ELI LILLY AND COMPANY 


ANNIVERSARY 1876 + 1956 
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DIAGNOSIS AND TREATMENT OF 
OSTEOARTHRITIS 


Peter J. WarterR, M.D.,* 
Trenton, N.J. 


Osteoarthritis is a perplexing and chal- 
lenging medical problem. Patients with 
this illness, seeking medical advice because 
of pain and stiffness associated with joint 
disturbances, appear to be healthy individ- 
uals. The number of apparently robust and 
healthy people affected permits us to con- 
jecture that ill health is not a precipitating 
factor. 

Osteoarthritis is described by many as 
being essentially a disease of middle and 
old age. We have found the disease in 
many younger people, particularly those en- 
gaged in strenuous outdoor occupations and 
contact sports. We cannot argue with the 
aging process, which increases the incidence 
of osteoarthritis by impairing the general 
body tissues, particularly the cardio-vascu- 
lar system and individual joint structure. 
The wear and tear of accumulating years 
invariably leave their stamp on the body as 
a whole, including the joints. The process 
of osteoarthritis may be described as a vi- 
cious cycle of changing mechanical condi- 
tions and attempts at structural adapta- 
tions. 

There are times when the alterations in 
joint functions are so pronounced that they 
attract first consideration, and the atten- 
tion of the physician, as well as that of the 
patient, is concentrated on the joint. Thus, 
the joint distracts attention from possible 
vital and important changes in the body 
which might yield vital clues. 
Characteristics of Osteoarthritis: 


Clinically, osteoarthritis is more apt to be 
monoarticular than polyarticular in char- 
acter. The appearance of the hypertrophic 
joint gives little indication of its sympto- 
matic state. Pain apparently bears no re- 
lation to the degree of arthritis visible to 


* Chief, Arthritis Clinic, Hahnemann Medical College and 
Hospital, Philadelphia, Pennsylvania. 


* Assistant Professor of Medicine, Hahnemann Medical Col- 
lege, Philadelphia, Pennsylvania. 


the physician or seen on X-ray films. The 
articular changes in the older patients may 
be extensive; still, they may complain of 
very little pain. On the other hand, in 
younger adults, pain frequently exceeds the 
physical signs apparent clinically. The most 
frequent and profound symptom, in a great 
majority of patients, is stiffness. 

Since rheumatoid disease is also frequent- 
ly seen by general practitioners, it might 
not be amiss to present the general diag- 
nostic characteristics of both osteoarthritis 
and rheumatoid arthritis. 


We distinguish between the two major 
forms of arthritis by referring to the one as 
osteoarthritis because invariably only the 
joints are involved, and it is a local disease; 
the other we refer to as rheumatoid disease, 
because we consider it a systemic disease 
with joint symptoms. 

Patients presenting all classical patho- 
logic features of osteoarthritis have involve- 
ment of the terminal interphalangeal joints. 
These nodes, first described by Heberden, 
are clinical characteristics of osteoarthritis 
of the fingers, and according to Stecher,’ 
are of two types: 

1. Traumatic nodes — more common in 
men but occurring also in women; oc- 
casioned by injury and not leading to 
progressive disability. 

2. Idiopathic nodes — most common in 
women over sixty, slowly increasing in 
size and eventually affecting many 
fingers. 

The origin of these nodes is quite myste- 
rious. There may be a connection between 
the occurrence of these nodes and hered- 
itary influences. In the course of history 
surveys, patients will often offer the infor- 
mation that their fathers or mothers had 
the same kind of “knobby fingers.” 

The knee, because it is used more often 
in weight bearing through a wider range of 
motion than any other joint, is extremely 
susceptible to osteoarthritic changes. Obes- 


117 


af 
Wik 
aN 
= 
ae 
= 
= 
i 
1% H 
t 
{ 
é 
5 
& 
aye 
ass 
ae 
3 
#2 
tq 
a 
ar 
4 
q 
ge 
4 
a 
: 
> 
i 
. 
‘ 
ra 
d 9 8 


118 DELAWARE STATE MEDICAL JOURNAL JUNE, 1956 
TABLE I 
Osteoarthritis Rheumatoid Disease 


Joint involvement 


Monoarticular - particularly 
joints exposed to constant use 


Polyarticular - involvement 
usually symmetrical and 


and weight bearing. peripheral 
Heberden’s Nodes Frequently present. Absent. 
Swelling Not usual. Fusiform. 
Effusion Not usual - if occurs is of Very common and persistent. 


short duration 


Muscle Involvement 


Spasm - no atrophy. 


Atrophy frequent. 


Laboratory Studies: 


R.B.C. Usually normal 
W.B.C. Normal 
Sedimentation rate Normal 


Clinical Observations: 
General Health 
Weight 
Tension - fatigue 
Infection 


ity adds an extra load, which increases de- 
generative changes. Sprained and torn lig- 
aments, which are daily occurrences in ath- 
letes, definitely contribute to the develop- 
ment of definite articular changes. The dis- 
tinguishing clinical characteristic of osteo- 
arthritis of the knee is ‘crepitus’, which is 
found almost invariably. This crepitus is 
often gritty, crackling and may be audible 
for quite a distance; however, the degree of 
crepitus is not necessarily a measure of dis- 
comfort. A knee with marked crepitus has 
frequently been found to be quite comfort- 
able. 

Osteoarthritis of the hip might claim the 
distinction of being the most disabling form 
of osteoarthritis occurring in man. Some 
authorities claim the incidence of this dis- 
ease is limited more or less to senile pa- 
tients, which we believe to be inaccurate. 
We have frequently observed this condition 
in patients between fifty and sixty years of 
age, and evidences of both hips being in- 
volved. 

Degenerative changes of the hip are also 
observed in Marie-Striimpell’s disease 
(rheumatoid spondylitis) in the second and 
third decades of life. Such changes are com- 
mon complications in Still’s disease, and 
proceed to greater disability. 

Pain is not necessarily a diagnostic fea- 
ture. Pain may be the result of twisting or 
distention of the joint capsule and of mus- 
cles fatigued by the effort of guarding the 


Apparently good 
Obesity present 
Present to some degree 
Not related to arthritis 


Systemic involvement 

Loss in weight common 
Pronoun 

Infection an apparent impor- 
tant etiologic factor 


joint against motion. Stiffness is invariably 
present, and overactivity often increases 
this effect. 

Diagnosis is aided by the patient’s gait 
and the positions he assumes while standing 
at rest. 


In some quarters the spine is considered 
the most vulnerable site of osteoarthritis. 
There is some question attached to this 
concept, since there may be some confusion 
between osteoarthritis and spondylosis de- 
formans. Time and space do not permit us 
to discuss this problem here in detail. 


In both forms, the sites most frequently 
affected are the lower cervical area and the 
lumbar region. Osteoarthritis of the upper 
dorsal spine is a source of considerable mild 
discomfort about the shoulders. Pain may 
radiate so as to be suggestive of angina — 
the differentiation being that the pain is 
bilateral and is located superficially in 
Osteoarthritis. Osteoarthritis of the lower 
dorsal spine may lead one to suspect gall 
bladder disease or renal colic. The neces- 
sity of careful examination is imperative to 
rule out these conditions. The lumbar spine 
with evidence of osteoarthritis is a frequent 
source of sciatic pains and complaints. Of 
course, we must not overlook osteoarthritis 
of the sacroiliac spine, in which the X-ray 
charges are unilateral. Pain in this source 
of arthritis is lancinating, aggravated by the 
merest motion, and is distributed through- 
out the area covered by the sciatic nerve. 


a 

. 

- 
Accelerated 

few 

ers 

ant 

: 

eal 
. 
: 

ig 
pies 

7 

f 

: 

‘ 


JUNE, 1956 


Although osteoarthritic patients may not 
complain of anything but their joint symp- 
toms, giving the impression that they are 
otherwise well, a detailed history survey and 
a diligent examination will frequently re- 
veal some disease process elsewhere in the 
body. Because of the diversity of factors 
involved in osteoarthritis, and because we 
believe therapeutic measures can be more 
intelligently outlined, we have followed a 
course of classifying patients into categories 
suggestively indicative of the primary cause 
of the osteoarthritis. 


Primary Causes of Osteoarthritis: 


1. Traumatic osteoarthritis: The con- 
scious starting point in most patients is 
frequently self-inflicted traumata, which 
are followed to a greater or lesser degree 
by clinical signs and symptoms of inflamma- 
tion. Changes take place in the joints as a 
result of repeated ninor traumatic insults, 
and in many patients these changes may be 
observed without any symptoms, 


Exposure to occupational hazards may 
result in subsequent symptoms of osteo- 
arthritis. One of the occupations with mul- 
tiple hazards which might be considered an 
“assembly line” for osteoarthritis is “‘con- 
tact sports”, such as baseball, football, 
basketball, soccer, etc. We have seen many 
cases of acute traumatic arthritis which 
later developed into chronic joint disability. 


2. Dietary Influences: Faulty dietary 
habits can be responsible for symptoms in 
the articular tissues of many osteoarthritic 
patients. Diets productive of obesity, which 
adds to the load the joints must bear, may 
be attended with serious consequences. 
Tuttle* has suggested that a disturbance in 
the phosphorylation mechanisms holds the 
key to factors at fault — as evidenced by 
increased blood pyruvic acid leveis. The 
pyruvic acid in excess is a muscle fatigue 
producing toxin, and is probably responsi- 
ble for the general fatigue associated with 
the arthritic syndrome. A review of dietary 
histories in a number of our osteoarthritis 
patients revealed that many of them in- 
dulged in high carbohydrate foods and the 
meals were in many instances deficient in 
vitamins, particularly ascorbic acid. 
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3. Fatigue: The nervous system plays 
an important role in establishing joint dis- 
turbances in the body. Patients seem to 
extend their physical selves and their ner- 
vous selves beyond their limit of tolerance, 
and, as a consequence, exhibit profound 
fatique. The importance of fatigue as a 
factor cannot be ignored. Any disturbance 
or alteration in the normal physical or men- 
tal routine functions — for example, over- 
work, socioeconomic disturbances, dietary 
errors, infections, etc., generally results in 
symptoms of fatigue. In fact we look upon 
fatigue as a preceding event influenced by 
the patient’s occupation, the patient’s abil- 
ity to adjust himself to environmental haz- 
ards, and the physical and neurological sta- 
tus of the patient. 


Fatigue must be diligently searched for 
in the patients, because they either fail to 
recognize this phenomenon, or refuse to ad- 
mit to its effects. When we search for fa- 
tigue, it is not necessarily the fatigue of 
physical stress and strain; it can be of an 
exhausted nervous system. 


Arteriosclerosis and osteoarthritis have a 
common background; they are the results 
of degenerative changes. These are vascu- 
lar conditions which result in arthritic 
symptoms. We have found variable degrees 
of elevated blood pressure in our patients. 
We have observed that mild degrees of pas- 
sive congestion often cause aches in the legs 
after a day’s work, and nocturnal leg 
cramps are not uncommon. In these pa- 
tients, the status of the arthritis is ap- 
parently dependent to some degree on the 
existing cardio-vascular disease. Attention 
to these cardio-vascular changes will fre- 
quently have a favorable effect on the exist- 
ing arthritic symptoms. 


Climacteric factors often influence osteo- 
arthritis. We appreciate that the climac- 
teric is that time in an individual’s life 
when anticipated, yet undesired, changes 
occur. It represents that time in life when 
anxiety tensions predominate and mechani- 
cal factors begin to take their toll. Obesity 
becomes a problem in many patients, be- 
cause a majority of these patients use in- 
creased dietary intake as an escape mech- 
anism from the added burden of stress and 
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strain, thus increasing the load on already 
burdened joints. Just how much of a factor 
the climacteric is in osteoarthritis has not 
been determined, but since many patients 
date their arthritic symptoms from the on- 
set of their climacteric syndrome, we must 
accept it as a factor. We are convinced that 
the male is as susceptible as the female to 
osteoarthritis at the onset of the climac- 
teric. 

What can be done for the patient with 
osteoarthritis? 

Treatment of Osteoarthritis: 

From the standpoint of joint pathology, 
we know that osteoarthritis cannot be 
cured. Once degenerative changes of the 
cartilage and bone have become manifest, 
they take on permanent characteristics. 
These changes, because of the constant use 
of the joints, tend to progress. In some 
cases this progression comes to a halt as a 
result of interlocking of the joint, and no 
further activity is possible. 

We know we cannot alter the pathologic 
changes; however, the patient has definite 
complaints, symptoms which are amenable 
to treatment. The management of these 
complaints will, in a very large measure, de- 
pend upon the physician’s attitude toward 
the patient and his knowledge of therapeu- 
tic measures applicable to the patient’s 
symptoms. The patient who has a desire to 
get well and has an understanding of the 
disease will cooperate. 

It is important to allay the patient’s 
fears by frankly discussing with him the 
nature of osteoarthritis. No doubt these 
fears are aroused by contact with patients 
with rheumatoid disease, which develops a 
picture of invalidism. The patient should 
be assured that osteoarthritis rarely, if ever, 
produces the crippling of the joints as ob- 
served in the rheumatoid patient. 


The use of rest as a therapeutic pro- 
cedure in osteoarthritis is probably the most 
essential phase. In those patients in whom 
fatigue is a factor, and who must be taught 
to relax, we prescribe the following regimen. 

At the end of each hour, by the clock, 
after arising, the patient should cease im- 
mediately what he is doing and sit down, 
doing ABSOLUTELY nothing for five min- 
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utes, by the clock. This procedure must be 
repeated every hour that the patient is ac- 
tive, other than during social times. 


Relaxation is obtained by the use of 
Dimethylane, a compound with muscle re- 
laxing and tranquilizing capacities. This 
drug is available in enteric coated capsules, 
each capsule containing 0.25 Gm. We start 
patients on two capsules after breakfast, 
one after lunch, and two at bedtime. After 
ten days or two weeks on this schedule we 
reduce the dose to one capsule three times 
daily. 


Rest is essential not only for the patient 
as a whole; it is also necessary for the af- 
fected jcint. Inhibition of wear and tear on 
the joint will assure us of less damage and 
a possibility of some repair. If enforced 
rest of a joint is indicated, the use of splints 
or braces should be in order. It is sug- 
gested that since this would represent an 
orthopedic procedure, the final decision be 
left to an orthopedist. In osteoarthritis of 
the spine, the site of the pathology will 
dictate the procedure. This will determine 
whether the patient should or should not 
sleep on pillows, whether bed-boards should 
be used, and whether or not a belt or strap- 
ping will aid in control of the condition. 


We have mentioned obesity as a factor 
in osteoarthritis. It is not necessary to 
stress the importance of weight reduction— 
this is obvious. In dealing with this factor 
we utilize psychic control, a balanced diet 
which will not cause a too precipitous 
weight loss, and proper attention to bowel 
function. 


Carbohydrates are reduced in the diets. 
We make use of a protein hydrolysate of 
high biologic value supplemented with vita- 
mins (Vi-Protinal) in our scheme. We use 
this preparation not only as a food supple- 
ment, but also as an appetite depressant. 
One or two tablespoonfuls a half-hour be- 
fore meals will adequately control “hunger 
pangs’, and as a consequence the desire for 
more than the permitted diet is satisfied. 


The psychic control is best managed when 
the patient is in a state of relaxation. As 
was mentioned previously, we use Dimethy- 
lane, and we are at present trying a combi- 
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nation of Dimethylane and Reserpine for 
this purpose. 

Many of these patients, particularly 
those in their menopause, manifest evidence 
of abnormal capillary fragility and perme- 
ability. To us, a normal capillary system 
is essential for the maintenance of good 
health and nutrition to the joints. In our 
extensive study over a period of eight 
years***> we have found that a combination 
of hesperidin (a flavonone glycoside found 
in extracts of citrus fruits) and ascorbic 
acid (vitamin C), when given in adequate 
doses over a period of time, has the capacity 
to correct abnormal capillary fragility or 
permeability in arthritic patients. The use 
of Hesper-C apparently enhances the efli- 
cacy of the treatments directed toward the 
disease entity involved. 


The use of analgesics to control pain 
should be dictated by the discomfort of the 
patient. If the pain is severe and interferes 
with proper rest, an analgesic should be 
prescribed. We must realize that pain is the 
watchman acquired by the body to prevent 
or guard against overuse of the joints. Our 
choice of an analgesic is aspirin; however, 
it is suggested that you use the analgesic 
which has given a majority of your patients 
the desired effect. 


We are ever alert to new therapeutic pro- 
cedures which might be profitable to the 
patient. Thus, we feel it is to our advantage 
and to the advantage of the patients to 
work in close cooperation with the research 
pharmacologist and pharmaceutical chem- 
ist. 


For several years now, we have been us- 
ing a preparation, nicotinyl salicylate, be- 
cause it was presumed to exert a two-fold 
effect — that of an analgesic and that of a 
vasodilator. We are disappointed with its 
analgesic action, but we are impressed with 
its vasodilator effect. This type of action 
is desirable in the patient showing disturb- 
ances in the peripheral circulation. This 
preparation can easily be supplemented 
with one half the effective dose of aspirin 
to produce a desirable and adequate anal- 
gesia. 


When joints other than the spine are ex- 
tremely sensitive and painful, we resort to 
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interarticular injections of Hydrocortone, 
Cyclaine or procaine solution. This pro- 
cedure is limited to those patients who do 
not respond to the conservative treatment 
described above. Caution must be taken 
not to infiltrate the bursa. 


Sedation is sometimes prescribed in com- 
bination with analgesics. It is suggested 
that the physician use the combination 
which in his experience has produced the 
most desirable effect. Since we have been 
using Dimethylane, the muscle relaxant and 
tranquilizing agent, we have found less use 
for such agents as the barbiturates and 
bromides. 


The use of heat, particularly moist heat, 
is recommended as a soothing agent. Cau- 
tion should be stressed because of the pos- 
sibility of burns or scalding. 


Liniments and ointments have been used 
and are used as heat-producing and sooth- 
ing agents. We have recently started to 
use an unguent containing N-Propyl Nico- 
tinate for topical application. This unguent, 
applied with very gentle massage, produces 
an erythema resulting in local heat. It does 
not produce any undue irritation nor have 
we observed any reaction or blistering. This 
preparation is on clinical trial with us, and 
is not available as yet through regular chan- 
nels. 


We agree with the observations that “the 
proper prescription for the patient should 
include the balancing of physiological as- 
sets and liabilities resulting from the spe- 
cific effects of the disease, the general re- 
sponse of the body function, and the effects 
of treatment procedures. Balancing the 
therapeutic program for the physiologic 
needs of the patient is dependent upon 
clinical empiricism.’” 

In conclusion, may we add that the 
physician dealing with osteoarthritis should 
not permit his attention to be distracted 
from the whole patient by the clinically 
established alterations in joint function. 
The physician in general practice is in the 
enviable position of being a “family doctor’, 
interested in his patients primarily, and the 
disease, to be “cured” as quickly as possible. 
The general practitioner is in the position of 
an adviser and a guide — to advise philo- 
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sophically and guide medically. Attention 
to minor injuries physical and mental can 
be more effectively stressed by the family 
physician, and thus catastrophic conse- 
quences can be prevented later in life. 
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THE LAWYER LOOKS AT THE DOCTOR* 
Hon. JOHN Biccs, Jr.,** 


President Shands, President Van Valken- 
burgh, President Tunnell President 
Tunnel, President Van Valkenburgh, and 
President Shands. It is hard to know — 
protocol-wise — which of you should be 
named first. Convention would require that 
the head of the senior service should be 
first recognized but it is impossible for me 
to know which is the senior service here 
since both our disciplines probably began 
at the same time in the same primordial 
cave in the mind and under the hands of a 
medicine man who, and not incidentally, 
was also a judge and a lawmaker. To ren- 
der due obeisance to all of you, I bow to 
all of you at the same time and simply say: 


“Presidents and Ladies and Gentlemen.” 


There is always excitement about a 
“First!”, the breaking of new ground, the 
entry into a new field, the laying of the 
corner stone for a new structure! All of us 
today are doing just that. It is my pleas- 
ant and exciting duty to push that corner 
stone a little bit forward toward its site. 
Dr. Hadden and Dr. Polsky, who will speak 
after me, will do more than their part to- 
ward the same end. As will Judge Herr- 
mann and the distinguished members of his 
panel, who will be heard this afternoon. 
But you, doctors and lawyers and members 


the Delaware Medico-Legal Symposium, 


+e Chiet 3 og ‘United States Court of Appeals for the Third 
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of the general audience, will or will not put 
that corner stone into its place — as our 
words and your thoughts move or do not 
move you. The responsibility is yours as 
well as ours. 

This is the first Medico-Legal Symposium 
ever to be held in the State of Delaware. 
And I have the honor to be the first speaker. 
To continue the proliferation of “Firsts”, 
I have the honor of being the first speaker 
at the first Medico-Legal Symposium given 
in the first City of the first State. 

He who dares speak first on such a first 
occasion bears a heavy responsibility. He 
either sets a tone or he does not set a tone. 
If he does the former he is fortunate — if 
it be that he sets the right and proper 
tone. Otherwise, it would have been better 
if he had not spoken at all. I have never 
deemed myself a man worthy of contriving 
messages of wisdom to the audiences of this 
land. I therefore crave your indulgence, if 
not your mercy. 

I have given this effort of mine the ra- 
ther too pretentious title: “The Lawyer 
Looks at the Doctor”. May not a cat look 
at a king? But there is an obvious, obverse 
title which has already come into the minds 
of most of you: “The Doctor Looks at the 
Lawyer.” I, of course, am not a doctor but 
I shall try to be fair to both professions 
and, if what I say contains a little acid, I 
hope that my mild criticisms may prove 
heipful. 


There is of course much in common be- 
tween the law and medicine. Both are 
jealous mistresses — ladies who keep one 
awake at night. Perhaps the doctor suffers 
a little more in that respect than does the 
lawyer for I have never heard of a court 
which called a case for trial at two o’clock 
in the morning — though judges are cer- 
tainly as unreasonable as other men. But 
both professions deal with matters of life 
and death — the vital stuff of which men’s 
lives are made. Lawyers deal more with 
human rights than do doctors in a general 
sense, though “the right to live” conferred 
by the doctor is the greatest right of all, 
and I note that when a lawyer falls gravely 
ill he calls for a medical man before he 
sends for his brother practitioners. It must 
be admitted also that in matters of life and 
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death we judges function — shall I say — 
somewhat negatively. 


Both disciplines require years of exacting 
training: four years of specialized education 


before a college graduate may practice law — 


and at least six years before the man with 
the ordinary university degree is generally 
permitted to practice medicine. Neither 
profession can or does command very large 
financial returns. And this is as it should 
be. The lawyer is an officer of the court and 
must put his duty as such before any other 
consideration. Let me assure you that this 
obligation, taken under oath, is a living 
force in the lives of most attorneys. And 
all of us are aware of the dedication of the 
doctor to service, and such of us who have 
been in his skillful hands know his zeal and 
high-mindedness. 


The doctor is the physician to the indi- 
viduals which comprise the community. The 
lawyer is a physician to the community as 
a whole, to the State. A very substantial 
fraction of our lawmakers in both state and 
national legislatures are members of the bar. 
The enforcement of the laws rests in the 
bench and bar. 


But more and more both the lawmaker 
and the law giver must rely on experts 
trained in fields other than the law. We live 
in a great and dreadful age. The A bomb 
has become the H bomb, and we are not yet 
half way down the alphabet. The public — 
whom both professions serve — and must 
continue to serve — is faced with a tech- 
nological development burgeoning with a 
fantastic and alarming rapidity. We law- 
yers, whether of the bench, the bar, or the 
legislatures, must face the doctor squarely 
and must call for help. 


Statistics are rarely too exciting things 
but on occasion they can be more than 
startling. They can be terrifying! In con- 
nection with the work of a Committee of 
the Judicial Conference of the United 
States I have had to consult some experts 
known as demographers. Do any of you 
know what a demographer is? I did not 
know myself until very recently. A demog- 
rapher is a kind of wizard who sits in the 
bottom of a well neck-deep in statistics of 
all kinds and prophesies — there is no bet- 
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ter word — what the population will be in 
a given state or nation in — say — 5 years, 
10 years or 20 years. There are at present 
about 163,000,000 people in the United 
States. The demographers insist that by 
1975 the population of the United States 
at a minimum estimate — I repeat, a mini- 
mum estimate — will consist of at least 
227,000,000 souls. The problems created by 
an exploding population rate plus an ex- 
ploding technological development — and I 
do not intend to make a bad pun — are 
indeed tremendous. And in solving them 
the doctor and the lawyer must play a great 
part — cooperatively. 


In saying this I am not suggesting that 
the lawyer and the doctor have not coop- 
erated in the past and that that coopera- 
tion has not been of a relatively high order. 
I am saying that it must be of a much 
higher order if the public is to be properly 
served. 


What are the aims of the medico-legal 
institutes and the medico-legal symposiums 
which are coming into being all around the 
country? 


One of the most important of these bene- 
fits will be the improvement of communi- 
cation between practitioners of law and 
medicine. Communication is really a prob- 
lem in semantics. It is of little use for a 
doctor to testify as to cranio-cerebral trau- 
ma if neither judge nor jury knows what 
he is talking about, and it is of small aid in 
the disposition of a criminal case for the 
judge to insist that the testifying psychi- 
atrist must answer categorically whether 
the accused knew the difference between 
right and wrong when he committed the 
crime. Each profession has too strong a 
tendency to adhere to the rigors of its own 
vocabulary. A better knowledge of each 
other’s disciplines will cure that defect. 


Another substantial benefit to be effected 
is the providing of sufficient facilities for 
professional training of the doctor and the 
lawyer in each other’s fields, and the means 
of advanced study for the members of both 


professions. 


And, last, but the most important benefit 
of all, is the employment of the skills of 
both professions, not only in the court room 
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and at pre-trial, but also in the actual en- 
actment of legislation which the public in- 
terest sorely demands. 


Let me deal first with one of the press- 
ing situations requiring legislation. There 
are over 2,000 narcotic cases filed in the 
United States district courts each year and 
the number is constantly rising. But the 
narcotic cases which come into the Federal 
courts are but a fraction of those which 
flood the State tribunals. 


According to a Preliminary Report on the 
Narcotics Traffic in the United States of a 
Subcommittee of the Committee on the Ju- 
diciary of the United States Senate, filed 
on January 9, 1956, there are 2,000 persons 
arrested each month in the United States 
on narcotics charges and the traffic now 
costs over $500,000,000 a year. Federal, 
State and local enforcement officers all testi- 
fied that 50% or more of all crimes com- 
mitted in our larger cities are attributable 
to narcotic addiction or to the illicit drug 
traffic. 


Moreover there is a problem of “conta- 
gion” for it appears that over 90% of the 


addicts who came before the Subcommittee 
testified that they began using drugs be- 
cause of so-called “friends” or “associates’’. 
And, with the vast foreseeable increase in 
population, it is obvious that if this prob- 
lem is not dealt with soon it will create a 
vast community cancer. 


Standards of practice must be set where- 
by our courts may handle these cases ade- 
quately. But new laws dealing with nar- 
cotics must also be formulated by our legis- 
latures. In both areas the lawmakers and 
the law givers, accredited physicians to the 
community and to the State, must look to 
the medical profession. And both profes- 
sions must cooperate. 


In forensic medicine, particularly in that 
relating to the criminal responsibility of the 
mentally incompetent or the “insane” — as 
we lawyers and judges insist on putting it— 
there is an appalling division — a startling 
and unwarranted dichotomy between the 
law and medical science. Most of our courts 
still make use of the M’Naghten formula, 
laid down in England in 1843. The 
M’Naghten test is: Did the accused know 
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the difference between right and wrong 
when he committed the crime? If he did, 
he must suffer the penalty. 


Most psychiatrists say that the test has 
no recognizable relation to reality. It is a 
lawyer’s dream; the psychiatrist’s night- 
mare. Most of the doctors who are psychi- 
atrists will tell you that our asylums are 
full of mentally-ill persons — who know 
the difference between right and wrong and 
yet are largely uncontrollable in their so- 
cial reactions. 


Leaving out any moral issue, the 
M’Naghten formula, and its attendant 
psychological atmosphere, presents a great 
danger to the public welfare. 

I say this because it is very frequently 
the case that the mentally-ill criminal goes 
from small crimes to large ones: for ex- 
ample, from simple assaults to rape or mur- 
der. When he commits the smaller crime, 
in most instances he is treated as an ordi- 
nary criminal: if he receives any psychiatric 
tests at all, the M’Naghten rule of knowl- 
edge of right and wrong is applied. He is 
found mentally competent, and guilty, is 
sentenced, serves his term and emerges from 
prison a more dangerous individual than 
when he went in. He then goes on to graver 
crimes. I could name many cases which 
have turned out that way — Smith, Elliott, 
McGee, Willard, or that “pleasant” young 
man who blew up a United Air Lines plane 
because he did not like his mother. 


Putting it bluntly, the fault here lies 
primarily with the lawyers and the judges. 
To paraphrase an old adage: “He who sits 
may, but will not, read.” The problem, 
however, can be solved by the doctor, par- 
ticularly the psychiatrist, making the law- 
yer and the judge aware of the facts of life. 
The problem remains primarily one of com- 
munication, of semantics. 


But the efficiency of forensic psychiatry— 
important as it is — is only a small part of 
a very much larger medico-legal scene. We 
are today greatly harassed — to put it mild- 
ly — by that socially unassimilable individ- 
ual known as the “psychopath”. And let 
me instantly apologize to all the psychi- 
atrists present for the use of such a “dirty” 
word. 
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The so-called psychopathic group may 
include the actual or incipient drunkard, 
the dope-user who is or is about to become 
an addict, the bad check passer, the “mad” 
motorist, and the sex deviate. 


In this field medicine and the law have 
not yet brought forth realistic methods of 
diagnosis or treatment and criminal sanc- 
tions. Most of our present statutes are 
quite inadequate. To use an example, the 
chronic sex deviate and molester of children 
is not cured by a prison sentence. Yet we 
very frequently send him to prison — to 
have him emerge and repeat his offense. He 
should be institutionalized until his aberra- 
tion has been cured. If it cannot be cured, 
he must remain permanently in an institu- 
tion. Such proceedings will require new 
laws, and the lawmakers cannot enact them 
without the intelligent aid of the medical 
profession. 


As our population increases so our psy- 
chotics and psychopaths will grow in num- 
bers. I can foresee a time when the com- 
munity, with the aid of the medical and 
legal professions, will be able to devise pre- 
ventive statutes — statutes which, consti- 
tutionally, may permit the discovery of the 
abnormal individual at an early age and re- 
quire his treatment before he can become an 
actual social danger. Minnesota passed a 
statute of this general kind relating to the 
sexual psychopath in 1939. It was held 
constitutional by the Supreme Court of the 
United States in an unanimous opinion 
written by Mr. Chief Justice Hughes. Bear 
in mind, my friends, that if the juvenile 
delinquent is not cured inevitably he will 
become the adult delinquent. 


Before concluding I wish to deal briefly 
with the doctor and the civil side of our law 
and law courts. In the 86 Federal trial 
courts, 7,000 cases were filed last year aris- 
ing out of motor vehicle accidents. It is a 
very conservative estimate to say that at 
least 10 times as many motor-vehicle acci- 
dent cases were brought in the Courts of 
the 48 States. In other words a total of 
75,000 such cases are filed each year in the 
courts of our States and Nation. It is es- 
timated that by 1975 the number of motor 
vehicles in the United States, now 63,- 
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000,000, will grow to at least 100,000,000, 
or an increase of approximately 60%. There 
will therefore be approximately 120,000 
motor-vehicle accident cases a year. As you 
know, such suits involve almost every type 
of personal injury, from whiplash injuries 
of the neck, to maxillo-facial injuries, to 
old fashioned fractures of tibia and fibia. 
When these cases are being tried the judge 
sees almost as many doctors as lawyers. 


We are glad to see you there, gentlemen. 
You are pleasant companions for our busi- 
ness hours, as well as for our periods of so- 
cial relaxation, and we listen to you. And 
we could not understand many cases with- 
out your assistance! But on one occasion I 
heard two skillful physicians alternately 
prove and disprove secondary complications 
following a “traumatic episode”. I have 
gotten very fond of the word “episode” as it 
is used in medical testimony. The plaintiff 
in the case in question had driven his car 
at a high rate of speed head-on into a sta- 
tionary steam roller. I would have said 
that the occurrence was a little more than 
an “episode’’, rising almost to the dignity of 
an “incident”. 


The foregoing is not said despitefully, 
but by way of a gentle nudge. Let me make 
it clear that I am not objecting to even 
skillful physicians differing in their diag- 
noses. Heaven knows they differ less than 
lawyers and judges. I am simply trying to 
point a very small moral. The vocabulary 
of the testifying physician is often as un- 
intelligible to the jury as are the instruc- 
tions of the judge. Through symposiums 
and medico-legal institutes we will learn 
the rudiments of each other’s disciplines 
and we can simplify our language — per- 
haps to an extent where it can be under- 
stood by the laymen who perforce must 
frequent our courts. 


The practice in tort cases, motor-vehicle 
accident cases, can be standardized and so 
improved that the average juror can find 
the facts with accuracy. Clearer and more 
precise medical reports would — I am con- 
vinced — result in a very much greater per- 
centage of settlements and would save the 
time of the doctors, the lawyers and the 
judges. And on the other side of the coin, 
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a more earnest and intelligent effort on the 
part of lawyers and judges to understand 
medical testimony would be of tremendous 
aid in the speedy administration of justice. 
One more “episode” and I am through. 

It is very probable that because of increas- 
ing economic pressure, the great number of 
motor-vehicle accident cases, and the un- 
certainty of verdicts, that a system some- 
what similar to that employed under the 
Workmen’s Compensation Acts will come 
into use in these cases. If such a system is 
to be employed, the doctor and the lawyer 
must play the leading roles in creating it. 
The speakers who follow me will — I 
know — develop in more detail some of the 
ideas which I have touched on so cursorily. 
May I add my hope that this symposium 
will open a door through which the doctors 
and lawyers of Delaware may freely pass 
into a common meeting room for the good 
of their professions and for the public weal. 


Thank you. 


TOTAL JUSTICE — CAN IT BE ATTAINED?* 


by 
SAMUEL B. Happen, M.D.,** 
Philadelphia 


One of the reasons for introductory re- 
marks of this sort is to justify the invitation 
to participate which the chairman of your 
program committee extended to me. It may 
be that because of those things mentioned 
by him I am regarded as an expert on for- 
ensic medicine. However, I wish to dismiss 
from your collective minds any thought 
that I can qualify as an expert on medico- 
legal matters. My appearances in court 
have been so infrequent that I am sure few 
judges in the courts of Philadelphia have 
any recollection of my ever having appeared 
before them. There are several reasons for 
this. Early in my career I had a chief who 
was a profoundly scientific man; he im- 
pressed upon me his strong feelings that 
one should not voluntarily accept cases 
from lawyers for the purpose of examining 
and testifying in courts. During nine years 
of close relationship with him I appeared 
* Address before the Delaware Medico-Legal Symposium, 

ril 8, 1956. 


+ posted Professor of Psychiatry, University of Pennsyl- 
vania School of Medicine. 
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in court only in those cases where I was 
called upon to examine and treat patients 
during their hospitalization. During those 
early years my greatest interest was in the 
field of organic neurology but gradually my 
activities in the psychiatric field developed 
to a point where, although I am certified 
by the American Board of Psychiatry and 
Neurology in both specialties, my practice 
has evolved into one that is essentially 
psychotherapeutic. This is so time consum- 
ing and my days are committed so far in 
advance that I do not accept cases in which 
litigation is anticipated. 

Although certain of my experiences in 
court might justify the development of con- 
tempt of legal procedures, I have always 
had great interest in and profound sym- 
pathy for all efforts aimed to improve the 
understanding between the two professions 
represented here today. While I would be 
regarded by many as a relatively inexperi- 
enced expert witness, I do hope that you 
will not consider me naive. The problems 
that confront us are so enormous that I 
should like to present one restricted facet 
for our consideration. Theoretically, our 
system of trial by jury is excellent but, like 
many other aspects of our democratic way 
of life, it has shortcomings because it in- 
volves human beings; human beings whose 
state of development is not adequate for 
the complex roles they are called upon to 
play in our society. While many lack in- 
tellectual endowments for their role, their 
emotional immaturity is the most glaring 
shortcoming. I might therefore take the 
privilege of titling my presentation “Being 
Human — How This Influences Court Pro- 
ceedings’. 

The court of trial is presided over by the 
judge. He is usually a distinguished law- 
yer who, after endorsement by his bar as- 
sociation, has been elected by his political 
party to this office of trust. His chief func- 
tion is to see that justice is served in the 
deliberations in his court. He is called upon 
to see that a set of rules is followed in pre- 
senting evidence before the court, and 
eventually to charge the jury with the task 
of bringing in a verdict in keeping with the 
indictment and with the evidence presented 
in his court. He is charged with clarifica- 
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tion of evidence. Within certain prescribed 
limits he may comment upon evidence and, 
when he feels there is a lack of evidence, he 
may actually direct a verdict in order that 
justice may be expeditiously administered. 


The litigants before the court are, as a 
rule, represented by one or more attorneys. 
These gentlemen have followed the pre- 
scribed course of training and by examina- 
tion have proved their competence, and the 
local bar association has accepted them in- 
to membership — if the rolls are not com- 
petitively overcrowded. They are all called 
upon to comply with a certain code of eth- 
ics, with which the legal members present 
are familiar but of which I know relatively 
little. The Bar Association in most in- 
stances is permitted by law to discipline 
me-nbers by suspension of privileges or dis- 
missal. 

Since we are interested in those court 
proceedings in which medical testimony is 
involved, let us now turn to the medical 
witness and his role in the court. The phy- 
sician has been trained in prescribed man- 
ner in the prevention, recognition and treat- 
ment of disease, and has some competence 
in evaluating the future course of disease 
entities. His competence has in a fashion 
been determined by a medical school fac- 
ulty, a board of examiners, and he is, as a 
rule, a member of medical societies, the 
most important of which is his County 
Medical Society. Membership in this makes 
him a member of the medical society of his 
state and of the American Medical Associa- 
tion. Few if any of these societies have 
power comparable to that of the Bar Asso- 
ciation which ordinarily can exclude a man 
from the practice of law in his community. 
Medical societies cannot do so; this power 
is the exclusive right of the state in which 
the physician is licensed to practice. Please 
remember that medical societies do not have 
the power to exclude from practicing medi- 
cine physicians who are licensed by the 
state. The most severe penalty they can 
inflict upon an unworthy member is de- 
privation of membership in the organiza- 
tion. As a group, therefore, we have no 
power to keep out of the courts unscrupu- 
lous physicians whose testimony is not 
above reproach, and you may be sure it is 
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this same individual who is responsible for 
much of the criticism of the testimony of- 
fered by physicians in courts. Like the law- 
yer, the average physician is acquainted 
with a code of ethics that should determine 
his action in the court as well as in the 
handling of a patient. 


Another important individual in the court 
procedure under consideration is the plain- 
tiff. I shall, with your permission, try to 
present a composite picture of such a plain- 
tiff. It is my aim to show the effects of two 
different treatments of basically the same 
situation. In the first, the situation is the 
chief concern of those involved; in the 
other, it is the individual who is the chief 
consideration. In one situation he is the 
plaintiff, while in the other he is wholly 
a patient. In the first instance the plaintiff 
is usually an honest, hard-working man 
with a wife and three or four kids. He is 
respected in his community, pays his bills— 
even his doctor’s bills. He goes to church 
and, like some physicians and even lawyers, 
may chisel a little on his income tax. He 
has an occasional row with his wife; in the 
ten or twelve years of his marriage he has 
not succeeded in convincing his wife’s moth- 
er that her daughter was not an idiot for 
marrying such a bloke as she considers him 
to be. He has some ambition to educate 
his children and give them opportunities he 
did not enjoy. In order to keep up with 
the Jones’ his wife has probably pressured 
him into buying a second hand car, on 
which there are still several payments to be 
made. There is a 21” television set in the 
living room, with many more payments due. 
He has put his foot down on a new fur coat 
for his wife, and this act stirs up another 
tirade from the mother-in-law. The wife 
agrees with her mother that he is a stingy 
old miser, but on this matter of a fur coat 
he is adamant. He is known to be stubborn 
and immovable but when stopped by a traf- 
fic light at Broad and Main he was tossed 
violently about as the truck of a utility 
company slammed into the rear of his car, 
when it could not stop on the icy pavement. 


As he regained consciousness in the hos- 
pital a few hours later his wife and her 
mother tearfully petitioned God to spare 
his life. A few weeks later when he had re- 
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turned home, they were thankful for the 
progress he had made and were thinking 
of further “recovery”, not only enough for 
a new car but maybe enough for that fur 
coat — and perhaps a little nest egg to take 
care of part of the kids’ education. His 
wife and her mother ridicule him for even 
thinking of accepting the figure offered by 
the utility company; the lawyer they have 
engaged agrees with them and speaks in 
terms of a verdict many times larger than 
the sum proffered. The attorney does not, 
however, stress his fee of 50% of the ver- 
dict. 


The injured one is assured by all his 
relatives and friends that if he goes back to 
work too soon he will never get much out 
of the company, and so he and his family 
skimp along during the early weeks of his 
unemployment. He is humiliated when the 
TV is repossessed by the finance company 
in broad daylight and he swears that some- 
one is certainly going to pay for the wreck 
they have made out of him. You see, the 
plaintiff is behaving like a human being; he 
is angry. “Those whom the gods would de- 
stroy they first make mad”. 


The plaintiff’s sound, honest physician 
has been calling upon him with reasonable 
frequency and has tried to reassure him 
that he is going to be all right. The failure 
of his patient to recover is frustrating to the 
physician; he knows that all the man’s con- 
tusions have healed; the callus is strong en- 
ough to be weight-bearing and although 
the patient had a concussion it was not 
severe and should be clearing by this time. 
As the symptoms continue, the patient 
seems to be a bit dissatisfied, and when he 
says “Doc, I thought I’d be out of this long 
ago”, his trusted physician may defensively 
say: “Well, Joe, you got a hell of a going 
over when you were socked”, and Joe will 
reply: “You're telling me?’’. You see, the 
doctor behaved like a human being, and 
now that he and his patient are once again 
on a basis of agreement. They are behav- 
ing like human beings, feeling human be- 
ings. By this time the utility company 
knows Joe is not going to settle and feel 
they had better protect themselves by hav- 
ing Joe looked over by their own doctor. 
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Like Joe’s physician, he is a competent, 
honest person. His examination is careful 
and painstaking; his attitude toward the 
patient may or may not be a considerate 
one. He sends his report to the company 
and states that he finds a well healed frac- 
ture that should bear the patient’s weight 
easily, and sees no other signs of organic 
disease. He concludes his report by stating 
the patient’s symptoms are basically those 
of a psychoneurosis, and are not due to or- 
ganic injury of the nervous system, will not 
be permanent and do not constitute a real 
disability. He may run into Joe’s doctor 
and honestly say he couldn’t find a thing 
wrong with Joe and he thinks the patient is 
just neurotic, possibly gold-bricking. Joe’s 
doctor says that Joe got a hell of a going 
over by that truck and is entitled to much 
more than the company is offering. The 
doctors are behaving like human beings; 
they are emotionally involved in the situa- 
tion. 


By this time Joe’s lawyer feels he ought 
to be fortified with the opinion of an expert 
neurologist. He wants a report he can use 
in court to support Joe’s claim. The neu- 
rologist’s findings are appropriately record- 
ed and he reports no evidence of destructive 
disease of the nervous system. He has 
elicited from Joe a long list of subjective 
symptoms, all of which are found as prom- 
inent symptoms of a post-concussion syn- 
drome — headache, giddiness, buzzing in 
the ears, blackout spells, weakness, irritabil- 
ity, lack of initiative, lack of confidence, loss 
of sexual power. To the members of a male 
jury, this last symptom alone is worth at 
least $10,000.00. He has become seclusive, 
has lost all his friends and is indeed a pa- 
thetic person. The doctor is supported by 
many theses in the literature that these are 
the usual symptoms of a post-concussion 
syndrome. He may even bring in the fact 
that the patient may develop convulsive 
seizures in later life. (Some years ago, when 
I was acting as an impartial witness for a 
compensation referee, I was asked to ex- 
amine a patient whose lawyer insisted on 
being present. He was indeed very useful 
for he reminded the patient of every single 
symptom he had had from the time of the 
injury until that hour. This was obviously 
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necessary because among other complaints 
offered by the patient was loss of memory). 

The utility company responds by having 
an examination of the patient by their neu- 
rological expert. His findings are in agree- 
ment with those of Joe’s expert — no evi- 
dence of destructive disease of the nervous 
system. Joe has given, possibly with the 
assistance of his attorney, the same long 
list of subjective symptoms. The company’s 
expert, however, may play up the fact that 
Joe’s nails are closely bitten, and that Joe 
admitted he has bitten his nails as long as 
he can remember. He may have examined 
Joe’s service record a little closer and found 
that while Joe didn’t have a Purple Heart, 
he was evacuated from North Africa to an 
NP clinic and discharged about April, 1944 
with a diagnosis of combat fatigue. His re- 
port indicates that Joe was always neurotic. 
He, too, is a human being with feeling of 
strong identification with the authority that 
his company represents. He is like so many 
people who always vote the straight Dem- 
ocratic or Republican ticket; the cause is 
always just. 

Like a medical witness before the courts, 
it is possible that I have used a word, neu- 
rotic, that is not fully understood by mem- 
bers of this group. As a matter of fact, I 
know that many fine physicians do not un- 
derstand very well the meaning of this term 
and, like many of the lawyers present, re- 
gard the neurotic as some kind of a weak- 
ling or a malicious individual who is feigning 
illness for gain. I am sure that I could not 
find many of my neuropsychiatric conferes 
who would agree en toto with my definition 
of a neurosis as a group of symptoms that 
may be either of a physical or mental na- 
ture which occur in an individual at a time 
when he is unable to cope successfully with 
the circumstances of his life. The symptoms 
may bring about a varying degree of dis- 
ability. The individual is incapable of deal- 
ing effectively with current situations be- 
cause he unconsciously utilizes patterns of 
behavior that were forced upon him in 
earlier life. They were not effective patterns 
of behavior when he acquired them, and 
they never will be. (We all know that 


“man lives not by bread alone’, but in his 
struggle for existence, eating with regu- 
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larity is indeed most important.) In addi- 
tion to mere existence on the physical plane, 
man in the course of his growth acquires 
some concepts of what he ought to be and 
develops within a picture of what he him- 
self would like to be. It is necessary for 
his comfort that he feel wanted, that he 
feel significant, that his efforts be appreci- 
ated, and that he be loved by someone. De- 
mands of society are such that he knows he 
is expected to succeed and to carry out du- 
ties that may be assigned to him, and all 
through his growing up period he knows 
that only illness is a completely acceptable 
excuse for not carrying out those expected 
duties. As a child, whenever he misses 
school he must bring a medical excuse; 
when Dad expects him to cut the grass, 
only illness will exempt him from doing it; 
if he is too sick to perform his accustomed 
duties, not only is he excused from work 
but he gains the sympathy of his family 
and friends. If it appears that one has con- 
tributed to his own disability through such 
acts as drinking to excess or negligence, 
then sympathies are somewhat withdrawn. 
However, if disability is the result of some- 
one else’s behavior, especially their negli- 
gence, the degree of sympathy is intensified. 
For this reason when a person is injured as 
a result of another’s negligence, not only 
is the disability understood and accepted 
but it is implied that the person responsible 
for it should be punished and made to pay. 


It is rather a normal thing to prefer com- 
fort to discomfort, and many times when an 
individual — like our hypothetical Joe — 
whose daily struggle is becoming less and 
less attractive and less rewarding, is injured 
by a great big, powerful authoritarian figure 
such as a public utility company, he not 
only obtains the pity of himself but of his 
neighbors as well. He is reinforced in his 
neurotic retreat by cultural indorsement 
almost to the same degree as the poor boy 
who developed neurotic symptoms while 
serving in the army. 


I hope you will permit me a few moments 
to speak of the second situation, of neu- 
rotic disability in the armed services. We 
live in a great democracy where much em- 
phasis is placed upon the rights of the in- 
dividual, but unfortunately where very little 
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Tetracycline Lederle 


in the treatment of 


infections in surgery 


The prevention and control of cellulitis, 
abscess formation, and generalized sepsis has 
become commonplace technique in surgery 
since ACHROMYCIN has been available. Leading 
investigators have documented such findings 
in the literature. 


For example, Albertson and Trout! have re- 
ported successful results with tetracycline 
(ACHROMYCIN) in diverticulitis, gangrene of 
the gall bladder, tubo-ovarian abscess, and 
retropharyngeal abscess. Prigot and his associ- 
ates? used tetracycline in successfully treating 
patients with subcutaneous abscesses, celluli- 
tis, carbuncles, infected lacerations, and other 
conditions. 


As a prophylactic and as a _ therapeutic, 
ACHROMYCIN has shown its great worth to 
surgeons, as well as to internists, obstetricians, 
and physicians in every branch of medicine. 
This modern antibiotic offers rapid diffusion 
and penetration, quick development of effec- 
tive blood levels, prompt control over a wide 
range of organisms, minimal side effects. There 
are 21 dosage forms to suit every need, every 
patient, including 
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ACHROMYCIN with STRESS FORMULA VITAMINS. 
Broad-range antibiotic action to fight infec- 
tion ; important vitamins to help speed normal 
recovery. In dry-filled, sealed capsules for 
rapid and complete absorption, elimination 
of aftertaste. 


filled sealed capsules 


‘Albertson, H.A. and Trout, H. H., Jr.: Antibiotics Annual 1954-55, 
Medical Encyclopedia, Inc., New York, N.Y., 1955, pp. 599-602. 
*Prigot, A.; Whitaker, J. C.; Shidlovsky, B. A., and Marmell, M.: 
ibid, pp. 603-607. 
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stress is put on the obligations of a citizen 
in the democracy; consequently when a 
boy’s number is pulled out of a hat by his 
draft board it is considered a tragic calam- 
ity. The boy is called upon to give a period 
of his life in the service for his country, and 
it is felt to be a damned shame that he 
can’t continue doing what he wanted to do. 
But, being healthy, he is shipped off to a 
training center. Fully aware of the fact 
that while he is able to do so he will be 
called upon to continue his service, when 
he twists his back upon the obstacle course 
he feels he has justifiable cause for dismis- 
sal from the service, but the harsh army 
doctors keep him in training. If he reaches 
a combat area the fear of enemy guns en- 
gendered in every one of us produces 
strange and disabling feelings; he feels 
weak; he blacks out; he shakes; he bursts 
into tears, vomits, and develops a whole 
gamut of distressing symptoms. Certainly 
in this condition he cannot continue in the 
combat area; he must be evacuted. He 
reaches a hospital remote from the lines and 
there a sympathetic physician acknowledges 
that the kid has sure had his fill and can’t 
take any more. He is evacuated still further 
to the rear, and eventually comes home, a 
neuropsychiatric casualty. All during the 
chain of evacuation he feels that once he 
gets home he will be all right, but he will 
bring with him a feeling that will never 
leave, a feeling that he did not do what was 
expected of him; he failed. He cannot be- 
come healthy again; he cannot become nor- 
mal; the rest of his days he must continue 
to have bad nerves and function below the 
peak of his actual efficiency, to be sick, to 
be a failure, for only by remaining ill can 
he justify his being excused. When he comes 
home we pay him for being a failure. We 
might say this was the picture during the 
early stages of World War I and World 
War II. During the late stages of World 
War I, psychiatrists in the forward area 
knew that if a boy once got behind the lines 
he would never return to the field and 
would continue to be a failure throughout 
the rest of his life. They became hard- 
boiled, and sent him back to the combat 
area, but this hard-earned lesson was for- 
gotten by the time World War II began. 
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Again over-identification with the disturbed 
boy caused the psychiatrist to send him 
home as one who had done his bit and 
couldn’t take any more. Before the end of 
World War II, psychiatrists once more real- 
ized they were doing such a boy no favor, 
and he was sent back to combat areas to 
succeed. Korea came on so soon after World 
War II that not only had we not forgotten 
the lesson but the medical personnel who 
had handled these problems toward the end 
of World War II were on the scene in Ko- 
rea. A more realistic program was carried 
out, as a result of which few boys are go- 
ing to be compensated for neuropsychiatric 
disabilities developed in the Korean cam- 
paign, and fewer of the flower of American 
manhood will have to continue to live lives 
of failure for paltry sums given as compen- 
sation, paltry sums in the sense that they 
are totally inadequate to compensate for 
the loss sustained and the restricted life 
resulting from neurotic handicap to do and 
to succeed. Fewer wives and children will 
be sacrificed to save poor Dad’s ego in or- 
der that his semi-invalidism may continue 
to be a demonstration of the horrible acts 
of war. As a consultant to the Office of the 
Surgeon General I saw boys with supposed- 
ly shattered nerves as a result of the ordeal 
of combat; within a few hundred yards of 
the main line of resistance I saw them 
treated by division psychiatrists who knew 
that these soldiers were reacting to fear. 
They did not riducle them as gold-brickers; 
they were not treated with scorn. The psy- 
chiatrist was sympathetic and reassured 
them that their response was understand- 
able. They were justifiably scared but they 
had a job to do; they were reassured that 
they would recover in a matter of hours, 
that they would regain composure and 
would go back and join their buddies and 
carry out the job assigned to them. The 
boys soon knew that it was necessary to do 
so because their replacements were nine 
thousand miles away. They went back, and 
most of them completed their assignment. 
I had a dramatic experience of being in a 
Janeway hut of the division psychiatrist 
when a portion of a unit, made up of men 
who had served their allotted number of 
months and gained sufficient points for re- 
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lief, came down from the lines. These three 
boys, under twenty-one, sought the division 
psychiatrist, and when they came into his 
presence they threw their arms around him 
and hugged him, and when at last they 
could speak they thanked him profusely for 
sending them back to combat when he had 
seen them weeks earlier after they “‘cracked 
up.” They had succeeded and they knew 
that they would not need to spend the rest 
of their lives living out the excuse for their 
failure, nervous disability. They returned to 
civilian life healthy men with an experience 
that was the big thing in their lives. They 
were salvaged by a group of medical men 
who were interested in effecting the re- 
covery of their health, not their financial 
recovery. 


In our medico-legal deliberations we 
should keep these experiences in mind. 
Please, gentlemen, try and become inter- 
ested in the physical and emotional re- 
covery of the injured rather than his finan- 
cial recovery. Physicians and lawyers are 
equally responsible for the invalidism of 
many individuals who can always explain 
their partial failure on the basis of an in- 
jury that was the fault of someone else. The 
mere fact that such a group of prominent 
attorneys and doctors are deliberating here 
this morning is a clear indication of the fact 
that it is recognized as a serious problem. 


For the sake of discussion I am going to 
present to you a procedure which I feel 
would free our courts of most of the litiga- 
tion revolving around injuries. We might 
teach our medical students and physicians 
first, that they are completely responsible 
for obtaining the quickest degree of mental 
and physical efficiency in patients who have 
sustained injury; second, that they shall 
discourage such patients from engaging 
counsel until the greatest possible recovery 
has been obtained, and third, that they 
shall encourage patients, with or without 
counsel, to work out a settlement with the 
party who caused the injury. It is my firm 
belief that under such procedure nine out 
of ten cases now brought into the courts 
could be settled without legal intervention, 
and a vast pool of manpower saved for in- 
dustry. I make these suggestions because 
I know that if men get together in the ab- 
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sence of stress to work out a fair settlement, 
they will do so as objective and intelligent 
human beings. When they once become in- 
volved in a contest, however, identifications 
on an emotional basis are stirred up and 
then they will behave like human beings, 
human beings who have not reached the 
high stage of maturity required in the cir- 
cumstances. The injured litigant is so often 
further traumatized by evidence brought 
out to “strengthen his case” but which al- 
most is certain to weaken the confidence 
with which he faces the future. 


I hope, gentlemen, that we can begin to 
appreciate that we are naive to believe that 
attorneys always behave in keeping with 
the highly conceived code of ethics of the 
American Bar Association, and that phy- 
sicians are consistently objective and fact- 
ual in their testimony, and that even our 
judges are completely detached. 


NEW BRIDGES BETWEEN LAW AND MEDICINE 
SAMUEL Potsky, LL.B., Ph.D.,* 


Judge Biggs was speaking on behalf of 
organized law in Delaware, and Doctor 
Hadden was speaking on behalf of organized 
medicine both in Delaware and Pennsyl- 
vania. I am not sure that anything is left 
except talking on behalf of what seems to 
be the majority of this audience, the as- 
sociated presidents that are assembled here. 

The law does rely on medicine to a great- 
er extent than medicine relies on law. We 
must have the aid of the medical expert in 
the administration of justice. But medi- 
cine, too, relies on others. Medicine has 
been relying on electrical experts here for 
about an hour. And these electrical ex- 
perts, representing as they do the lay pub- 
lic, must in time come to rely upon both 
lawyers and physicians as they attempt to 
work out problems that are common to 
both groups. 

Each profession, law and medicine, has 
developed its own particular intraprofes- 
sional code. In law there are canons of the 
bench and bar; in medicine there are codes 
of medical ethics. 

Each profession has backed its standards 
by an oath. In law there is the oath of ad- 


* Director, Philadelphia Medico-Legal Institute. 
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mission to the bar, and in medicine there 
is the Hippocratic Oath. And each profes- 
sion has been careful to stress the duties of 
the members to each other, to the public 
in general, and to an ideal. In law the ideal 
is justice. In medicine the ideal is healing 
mankind. 

Each profession has also stressed its own 
methodology. In law the method is that of 
the adversary process. In medicine there is 
the scientific method. 

Apparently what we have are parallel 
lines of development that, like the old 
Euclidean parallels, are destined never to 
meet no matter how far extended. How- 
ever, we no longer live in a Euclidian age. 
This is, we are told, the age of quantum 
mechanics; this is the age of Einstein’s rela- 
tivity. And Judge Biggs pointed out that 
this is also the age of atomic energy, the 
atom bomb. 

Today we are taught by our mathemati- 
cal physicists that parallel lines, when ex- 
tended sufficiently far into space, do tend to 
meet and that they aren’t even straight, 
they tend to curve toward each other, or 
perhaps in other directions. 

Each Workman’s Compensation case— 
and they are growing in frequency in every 
state of the Union — creates a quantum 
of energy bringing law and medicine to- 
gether. Motor vehicle accidents, compris- 
ing as they do more than 70% of all civil 
litigation, and involving as they do to some 
degree or another the utilization of medical 
testimony, have become the Einsteinian 
relativity, forcing the parallels of law and 
medicine together. Not just bringing them 
together, but forcing them together. 


We must learn to live with each other. 
Personal injury litigation is the principal 
business of the courts now, and it requires 
the skills of both law and medicine. 


Nuclear fission occurs every time a law- 
yer calls a doctor and says, “Doc, that pa- 
tient you have been treating has his case 
coming up tomorrow. I am sorry I haven’t 
had a chance to talk to you before, being 
pretty busy, but I would like you to be 
present at ten o’clock in court.” 


Nuclear fission also occurs every time the 
lawyer talks to the doctor — who has been 
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treating his client for about eighteen 
months, seeing him rather regularly — 
and is sharply told, “Well, i’m sorry. I 
don’t like to get into court and I would 
rather not get mixed up in this thing. And 
don’t subpoena me; I am not going to be 
there, I am too busy, I have other things 
that are more important to my patients.” 


You have your own A bombs and your 
own H bombs of this nature. The real Hir- 
oshima of these incidents — and they do 
rise to incidents, they are not mere episodes 
— were catalogued best by Judge Herr- 
mann in an article that he wrote recently. 
If any of you missed it you should read it. 
It is in the Delaware State Medical Journal, 
in the January, 1956, issue. It isn’t just a 
catalogue of the episodes or incidents, but 
it has some good, sound, practical advice on 
what to do about it and how to avoid these 
incidents. 


I think this meeting is in itself perhaps 
the strongest indication that medico-legal 
energy, like all energy, can be utilized for 
good as well as evil; and it is my purpose 
this morning to chart some of the construc- 
tive utilizations, if possible, of that energy. 


We may begin with any one of three 
methods for integration of medico-legal 
knowledge and correlation of medico-legal 
function. Whichever model is selected will 
inevitably, in the long run, lead to the 
others. Each partakes of the others. The 
three models are: First, the professional 
model; second, the educational model; and 
third, the research model. 


Let us look at this professional model for 
a moment, since that is essentially the na- 
ture of the group that meets here today. 


By this I mean cooperative effort of bar 
associations and medical societies trying to 
work out their joint problems. These co- 
operative efforts stem from a realization 
that our separate codes of living in the two 
professions are no longer sufficient; that we 
must have some kind of interprofessional 
code of life as well. 

But mere recognition of the mutuality of 
problems which this entails, although it is 
a good first step, is not sufficient and is a 
long distance away from a mutually satis- 
factory solution. Any sclution that you at- 
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tempt to work out will pose preliminary 
questions. 


Any solution, or any attempt to work out 
a solution, poses the question: What are 
the chances for success? Is this meeting 
merely an opportunity to drink coffee to- 
gether, and to hear three people on a Sun- 
day morning? Or is there some really sub- 
stantial hope that there can be success? 


There are some good reasons for asking 
such questions when the goal of law is jus- 
tice and the goal of medicine is healing 
mankind. What do the two professions 
have in common? Is there a common de- 
nominator? 


One of the virtues of asking rhetorical 
questions is that you may answer them 
yourself. My answers are in the affirmative. 
Both our professions ultimately seek the 
same thing, whatever special name we like 
to give our own efforts, and that common 
goal is truth. You can not heal mankind 
without knowing the facts of life and death, 
and the facts of trauma and diseases, and 
all this is simply the determination of 
truth. 


As facts create medicine as a profession, 
equally facts create law as a profession. 
What our judges and lawyers seek in the 
court room under the scales and sword held 
by that prepossessing lady known as “Jus- 
tice,” are simply the bare facts that add up 
to truth. Rules of law are merely the rough 
tools that we have evolved to uncover truth. 
And sometimes the lawyer’s tools get in the 
way of his objectives, just as sometimes the 
physician’s tools on the operating table 
lead to shock and death rather than life and 
health. 


Granting a common goal, are not our 
methods so vastly different that we can 
never think in the same way, let alone com- 
municate intelligently with each other? Is 
the adversary process different from the 
scientific method? Perhaps it is. And isn’t 
one, the scientific method, a surer means of 
achieving truth than the other? Perhaps 
again, but actually we don’t know. And it 
may be that we shall never know. 


I suspect there is more than one road to 
truth, and there is no royal highway that 
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is straighter or less bumpy than all the 
others. 


Some of you may have reacted to these 
suggestions with that ringing of alarm bells 
in the cerebral cortex that betokens a good 
healthy skepticism. 


At this point I owe it to you to stop 
preaching, even though this is Sunday, and 
to start proving. 


Item 1 in the order of proof is the fact 
that neither profession utilizes only the 
scientific method or the adversary process 
alone. Physicians, for example, after their 
rigorous pursuit in the laboratory have 
been known to publish their findings. In- 
deed such dissemination of data and conclu- 
sions is a necessary part of science; and per- 
haps distinguishes the medical scientists 
from the medical quacks. 


What happens then? Why, the adver- 
sary process may be said to begin. Doctor 
“X” in another city and Doctor “Y” in 
another country attack the data and/or 
the conclusions and advance their counter- 
vailing data and reasons. Someone else 
rushes to the defense; still another critical- 
ly questions the theory; all of which the 
originators try to meet. The theory may 
not be attacked and overthrown for a gen- 
eration or may die in the next issue of the 
next scientific publication. Whatever its 
fate, it is decided by what may fairly be 
called the adversary process. Perhaps then 
the adversary process is just another phase 
of the scientific process, rather than some- 
thing totally foreign to science. 


Item 2 in the order of proof is that law 
has begun to recognize itself as one of the 
social sciences. Dealing with man in the 
aggregate is, of course, more difficult than 
dealing with man as an individually func- 
tioning unit. Until recently the multipli- 
city of variables tended to defeat laboratory 
experiments with man ‘n the aggregate, but 
progress is being made. 


At the University of Chicago, for ex- 
ample, law teachers are investigating what 
happens in the jury room, and are using 
the techniques of controlled experiment in 
group-function to do so. The scientific 


‘ 

a 
; 

fis 

a 
4 

“ie 

hy 

hes 
ig 

‘2 

; 

: 

i 

; 

try 
4, j 

i 

fis: 

- 


134 DELAWARE STATE MEDICAL JOURNAL 


method is therefore a part of the modern 
legal investigator’s armamentarium as well 
as the medical scientist’s. 

Item 3 in the proof is the simple fact 
that scientific method is not confined to 
the laboratory. Einstein was no less a sci- 
entist because he used a pencil and pad of 
paper rather than a cyclotron in working 
out his theories and in his investigations. 


Item 4 in the proof is that practicing 
physicians have each had to do what the 
legal process does every day; namely, to 
come to conclusions on insufficient evidence. 
The physician’s clinical judgments in a 
given case may, of necessity, be based on 
appallingly little information. Yet, because 
a life may be in danger he is required here 
and now to do the best he can with the 
evidence that he has. 


In a similar way law must make its clin- 
ical judgments in the court room on evi- 
dence that is often appallingly imperfect. 


By this time you undoubtedly have better 
illustrations of your own and better data 
than mine to support the thesis that neither 


our goals, our ideals, nor our methods are 
antithetical. Therefore, we may reasonably 
anticipate a satisfactory mutuality and suc- 
cess in the solution of our joint problems. 
Where we begin in working out solutions is 
far less important than just plain beginning. 


At the professional level there is avail- 
able as one guide the Cincinnati code for 
interprofessional behavior. This is in many 
respects simply a restatement of what many 
lawyers and doctors have worked out as 
a practical medico-legal way of life of their 
own. Restatement, however, is_ badly 
needed and serves an important function 
when it can have the sanction of organized 
medicine and the organized bar rather than 
individual precept to back it up. 


As a supplement to such an interprofes- 
sional code you may wish to consider the 
Minnesota plan, or the malpractice plan 
that has been adopted in one of the coun- 
ties of Southern California. In California, 
when a malpractice case is brought to the 
attention of the County Medical Society 
a group of physicians meets and deter- 
mines whether the doctor has or has not 
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lived up to the ordinary standards of care 
in that community. If the County Medical 
Society finds that there has been malprac- 
tice they do a number of things. 

First, they provide hospital care for as 
long as it may be needed, and full medical 
attention. This means the best surgeons in 
the community and best physicians in the 
community, without any cost to the indi- 
vidual. 

And, further, they provide expert med- 
ical testimony having the sanction and 
force of all organized medicine behind it in 
that community, without any charge to the 
individual who has been harmed by a mem- 
ber of the medical profession. 

Of course, when that happens the case 
is usually settled. No defense attorney will 
willingly risk trial under those circum- 
stances. 

Many plaintiffs’ lawyers feel that the mal- 
practice plan just mentioned excludes the 
lawyer at the operative stage, and that the 
individual should have the right of repre- 
sentation by someone who is concerned 
with his welfare legally, as well as medically. 

You may wish to enlarge your inter- 
professional code by legislation, such as 
some states have adopted, which permits 
the courts to tax expert testimony fees, 
when a doctor has been subpoenaed and is 
asked for an expression of opinion. 

Or you may wish to call upon a supple- 
mental project such as the New York Ex- 
pert Testimony Project that has been des- 
cribed in a recent book. This project was 
carried out under a two-year grant of the 
Sloan Foundation and Ford Motor Com- 
pany Fund. The practice has now been 
adopted by the Supreme Court of New 
York as a regular way of life, with the 
costs of providing experts met as part of the 
annual budget of the court. 


Under this plan a medical record office 
has been established in New York. In the 
first pre-trial conference when the attorneys 
and judge get together, the judge gener- 
ally has a fairly accurate idea of the plain- 
tiff’s medical position. But there may have 
been changes in that position, and if so they 
are made known to the judge either in en- 
largement or in diminution of what was 


claimed in the complaint. 
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The defendant then makes known his 
medical position. If the judge feels that 
there is a serious medical issue involved, 
and that what is keeping the two sides 
apart is primarily the resolution of this 
medical issue in terms of damages, he calls 
upon an impartial medical expert. 


A group of men have been selected by 
the judges after consultation with the 
County Medical Society. These men have 
their names placed on a list and the expert 
that is selected in a given field is simply 
the next expert in rotation on that list. If 
he is not available for some yeason or 
another then the succeeding name on the 
list is selected. 

He does an independent investigation, 
submits his report to the court and to each 
set of attorneys, and the judge then calls 
both sets of attorneys in for a second pre- 
trial conference. At that conference the 
experience in New York has been that al- 
most all cases are settled. That does not 
always mean that the impartial expert has, 
as Doctor Hadden points out so often must 
be the case, placed the complaints in their 
proper light by cutting down on the scope 
and area of that which is a real disability 
or real injury. 


It was very revealing to find at least five 
cases, that I can recall, where the impartial 
expert not only found more than was 
claimed in the complaint but established 
substantial injury that had been totally 
overlooked by the expert — if you wish to 
call him that — that had been consulted 
by the plaintiff. So often the expert that 
is consulted by the plaintiff is simply the 
family physician who may not always be 
competent to ferret out all the possible dis- 
ability that may be present, or to evaluate 
the full seriousness of the case. 


None of these five cases could be settled 
at the first conference; nor would the settle- 
ment have been a just and fair solution at 
that stage. At the second pre-trial confer- 
ence, after there had been an impartial 
investigation, the case was settled at sub- 
stantially more than had been asked in 
settlement at the first pre-trial conference. 
This idea of impartial expert testimony 
works both ways. 
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Baltimore has a somewhat similar plan 
that has just gone into effect after a long 
period of study. There the costs are not 
borne by the court, they are taxed by the 
court on one or another of the parties, de- 
pending on the result. Three names are 
given to both sets of attorneys and the at- 
torneys select a name out of the three that 
they can agree upon. If they can not agree 
the judge simply does the job of selecting 
for them. 


The Philadelphia Medico-Legal Institute 
is contemplating a plan somewhat similar 
to both of these but more experimental in 
nature. It is designed to determine, for ex- 
ample, whether it would make any differ- 
ence if more than one impartial expert 
were consulted by the court; whether there 
would still perhaps be a significant area of 
difference of opinion that ought to be made 
known to the court and the parties. And 
other matters, such as the use of interroga- 
tories or questions submitted to the doctors, 
will be tested under the Philadelphia pro- 
ject. 


We may find, once having embarked on 
such a plan, that interrogatories are im- 
practical because the lawyers swamp the 
doctors with questions. But, since this is 
all under the control of the court, perhaps 
the interrogatories could be kept within 
reasonable limits; and it may be that these 
interrogatories would serve as a useful sup- 
plement or an economical alternative. 


We are stressing the experimental aspect 
in Philadelphia, rather than attempting to 
adopt a pre-made plan, even though it is a 
plan that in the opinion of the lawyers and 
judges does work very well, whether in 
New York or in Baltimore. 


These are all practical plans that may be 
expected to have an immediate appeal to 
the practioner in law and medicine. They 
do not, however, fully meet the challenge 
of communication and the communication 
barrier between the two professions. 


Since both professions are, in the highest 
sense of the word, learned professions I 
may, with confidence, turn to the second 
model, the educational model. The long- 
range aspect of medico-legal education be- 
gins in the curricula of the law and med- 
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ical schools leading to the LL.B. and M.D. 
degrees respectively. 


You will be interested to know that 
strides are already being made in that di- 
rection. The recommendation of the Com- 
mittee on Medico-Legal Problems, of the 
American Medical Association, provide as 
follows: 


1. An effective department or division 
of legal medicine should be developed in 
every medical school; 


2. The department or division of legal 
medicine in each medical school should 
teach a required course in legal medicine, 
dealing with basic material of general in- 
terest and importance to all physicians; 


3. Elective courses dealing with foren- 
sic specialties or with particular areas of 
interest should be developed; 


4. Teaching should not be restricted to 
undergraduate medical students, but oppor- 
tunity should be provided for the training 
of graduate physicians in such special tech- 
niques of medico-legal investigation as 
forensic pathology, toxicology, hematology, 
and immunology; 


5. Postgraduate seminars should be 
provided to meet the need of those engaged 
in medico-legal work, such as coroners, 
medical examiners, pathologists, practicing 
physicians, technicians in police science 
laboratories, and representative members of 
the district attorneys’ staffs; 


6. The staff of the department or divi- 
sion of legal or medicine should encourage 
the development and participate in the con- 
duct of courses in the neighboring law 
schools; 


7. There should be a close working re- 
lationship between the staff of the depart- 
ment or division of legal medicine in the 
medical school and the local office of the 
coroner or the medical examiner. Further, 
it is desirable that one or more members 
of the professional staff of that office have 
appointments on the teaching staff of the 


department. 


The Association of American Law Schools 
is also vitally concerned. The last meeting 
of that Association, in Chicago in December 
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of 1955, had a round table meeting con- 
cerned with forensic medicine in legal edu- 
cation. There were a number of schools 
that participated directly. That round 
table is being continued through 1956 be- 
cause of the interest shown by other schools 
who were not yet teaching courses in this 
area. 


All the individuals who participated 
stressed the lack of teaching materials. If 
there were more teaching materials we 
could expect more courses to be offered by 
more law schools; but you can not expect 
any law school simply to take a member of 
its staff, ask him to educate himself in these 
problems, at the same time educate stu- 
dents in these problems, and at the same 
time work out teaching materials. When 
teaching materials have been worked out 
we will have courses of this nature in most 
law schools. 


One of those schools that participated in 
the round table discussion in terms of pre- 
senting speakers was Harvard University, 
which first became interested in this prob- 
lem in this country and is doing excellent 
work under the direction of Professor Ford 
and Professor Hamlin, in both the law 
school and the medical school. Boston Col- 
lege is participating by lending Professor 
Curran, who is a member of the Boston 
College Law School, to Harvard for these 
purposes. 

The University of Maryland, under Pro- 
fessor Farenholt and his staff, is doing out- 
standing work. Western Reserve Univer- 
sity, with Professor Moritz, who was form- 
erly Professor of Legal Medicine at Har- 
vard, and who started the Harvard Depart- 
ment and is now Director of the Institute 
of Pathology and Pathological Research at 
Western Reserve, and his colleague, Profes- 
sor Schroeder of the Law School, are head- 
ing up a project of this nature, with bril- 
liant results. 


Temple University, where I am now en- 
gaged, offers three courses in the Law 
School at the present time: One in psycho- 
pathology in law, one in medico-legal prob- 
lems of personal injury litigation, and a 
third in scientific proof in criminal cases. 
We are presently at work revising our ap- 
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proach in the Medical School so that the 
objectives of the American Medical Associ- 
ation may be met, perhaps next year, in the 
Medical School. 


And elsewhere there is significant work 
being done. The Law-Science Institute of 
the University of Texas, under Professor 
Hubert Winston Smith, has undoubtedly 
done more than anyone else in this country 
in developing interest and short courses on 
medico-legal problems of personal injury 
litigation. The Law-Medicine Center of 
the University of Kansas City, and other 
work at other institutions swells the list. 


Not only universities but professional or- 
ganizations have gone into the field of edu- 
cation by having these short institutes, of 
one to three days, sometimes longer, de- 
signed to educate lawyers with respect to 
medicine. California is particularly active 
in this kind of thing. 

All of the educational ventures suffer 
from lack of materials for instruction, at the 
present time. Moreover, a firm foundation 
in the universities requires graduate stu- 
dents willing to enter into medico-legal re- 
search as part of a program of higher edu- 
cation, working for degrees beyond the 
LL.B. and the M.D. We can not forever 
rely on the law and medical teachers to 
undertake these problems on a part-time 
basis, stealing time from their other lines 
of research. We must create continuing 
full-time medico-legal faculties, cutting 
across school lines, such as they have in 
Europe. 


These needs for teaching materials, for 
full-time graduate students and full-time 
medico-legal faculties can be met in a num- 
ber of ways. A school as wealthy as Har- 
vard can set up a department and work out 
its problems in creating that department, 
slowly, over a number of years. 


Perhaps the fastest and most certain way 
of accomplishing our goals is that method 
reflected by establishment of the Philadel- 
phia Medico-Legal Institute. This Institute 
came into being as a result of recommen- 
dations of the Medico-Legal Committee of 
the Bar, which were unanimously adopted 
at an annual meeting of the Bar Associa- 
tion. 
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The Bar Association instructed its Chan- 
cellor to get in touch with the deans of all 
the law schools and medical schools in the 
immediate area and with the President of 
the County Medical Society, to see whether 
these individuals would be interested in a 
research organization such as the Philadel- 
phia Medico-Legal Institute has become. 
There was unanimous interest and based 
on that the Philadelphia Medico-Legal In- 
stitute came into being. 


Its purposes are, as I said, primarily re- 
search, but whether you start with research 
or education or professional activity, all of 
these things must come to pass; they ail 
interweave and tend to lead to one another. 


The Philadelphia Medico-Legal Institute 
is stressing research in a number of fields 
now — in law and the behavioral sciences, 
for example. A study of the sanctions that 
the law uses to control human behavior, 
is to be conducted in light of what the be- 
havioral sciences tell us is known about 
human behavior; the investigators are a 
team composed of lawyers and physicians. 


I have already mentioned the automobile 
personal injury project. There is another 
project in causation; a study of medico- 
legal causation, in Workman’s Compensa- 
tion cases where causation is perhaps to be 
seen in its broadest manifestation in both 
law and medicine; and a number of other 
projects. 

While all these basic materials for re- 
search are being collected, teaching ma- 
terials are to be set aside and ultimately 
collated. Materials will in part come from 
the files of practicing lawyers and physi- 
cians, with adequate safeguards as to identi- 
ty of the individuals involved, of course, in 
each instance. It is important to get files 
that never reach the appellate courts, when 
perhaps the reason they never reached the 
appellate courts is that the medico-legal or 
the medical problem was so well resolved 
at the trial stage, or before, that settlement 
resulted; or a verdict that was not appealed 
resulted. 


_ These files are important basic materials 
of research and they are also important, in 
fact the only real materials for teaching. 
We can not teach courses of this nature on 
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the basis of even the most distinguished 
appellate court opinions. And I say that 
having in mind what is certainly a classic 
medico-legal opinion; there has not been 
anything like it in this country at any time: 
Judge Biggs’s dissent in U. S. ex rel Smith 
v. Baldi. But even that kind of thinking 
and writing is not sufficient for teaching 
purposes, although it is incomparably better 
than what we usually find in appellate de- 
cisions when we are trying to use cases to 
teach either law students or medical stu- 
dents. We must go back to the original re- 
cords, the actual testimony and actual re- 
ports, hospital, medical and otherwise, of 
the individuals involved. 


To conclude, let me note that integration 
of law and medicine is not so new and revo- 
lutionary as it may at first seem. I wish I 
had time to go into some of the instances 
of that; there are many of them. All the 
important instances so far as law and psy- 
chiatry are concerned are collected in Judge 
Biggs’s book, ““The Guilty Mind,” but there 
are others in other areas of forensic medi- 
cine. 

Let me end with this. Imhotep, who 
lived about 3,000 B.C., was both chief jus- 
tice and chief physician to King Zoser. It 
is perhaps something of an anticlimax to 
add that he later became a god of the 
Egyptians. 


Question and answer period following the 
morning session of the Medico-Legal Sym- 
postum. 


THE CHAIRMAN: Now we have thirty 
minutes left in the morning session for 
questions and answers, and I will ask the 
three speakers if they will come up on the 
platform. 


Dr. ABEL Kitaw: Mr. Chairman, I will 
raise a question that perhaps might explode 
a little bit. I was very interested in what 
Doctor Polsky had to say about the New 
York system for reference of cases to an 
impartial physician. 

It has always been one of my firm con- 
victions that until proven otherwise, all 
physicians are presumed to be impartial. 
Therefore, I raise this question: Under 
what circumstances can we justify a system 
whereby we say in this sort of a case the 


JUNE, 1956 


court is going to appoint an impartial phy- 
sician? Why isn’t the physician who has 
already had to do with the curing or the 
treatment of this injured person — why 
isn’t he impartial? 

Why is it necessary to discard the attend- 
ing physician, for example, the man who 
knows more about what went on than any 
other physician? Why is it necessary to 
cast him aside and say, “We have to have 
somebody else, who has never seen this pa- 
tient before, because he is impartial’’? 

What is an impartial physician as dis- 
tinguished from the ordinary physician? 
That is the question I raise. 


THE CuHarrRMAN: Doctor Polsky, can you 
answer that? 

Doctor Poitsky: Yes. Let me digress 
before I attempt a direct answer. On any 
of the New York cases that do go into 
court, the testimony of the physicians se- 
lected by each side is presented, as well as 
the testimony of the so-called impartial ex- 
pert. The impartial expert may be called 
by either side or called by the court, but 
no physician is denied the opportunity to 
appear and speak in behalf of one view or 
the other when the case goes to court. Very 
few of them actually get to court, however, 
since the procedure leads to a high incidence 
of settlement. 


Secondly, I must say also in confession 
and avoidance, that perhaps the nomencla- 
ture is errant; perhaps we should talk about 
court-appointed rather than impartial phy- 
sicians. 

But I am willing to meet the problem on 
the basis of partiality and impartiality. Let 
us assume that three doctors are involved, 
all of whom are absolutely, scientifically 
qualified in the highest sense, and all of 
whom are as honest as any human being 
can possibly be. Yet I would still call the 
court-appointed physician the impartial 
physician, and neither of the other two im- 
partial, in one important sense and only in 
this sense. 

What happens ordinarily — and this ac- 
counts for part of the conflict, part of the 
battle of experts that we have in the court 
room—is this. When the plaintiff’s attorney 
selects an expert to examine, he very often 
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has that expert not only examine but treat, 
unless this expert specialist can refer the 
case back to the family doctor under proper 
instructions for treatment. But whether the 
expert specialist treats the patient or not, 
the relationship that he enters into with this 
individual is very close to the ordinary re- 
lationship that a physician enters into with 
a patient. 


It is necessary to build up a certain rap- 
port to practice medicine properly. A bed- 
side manner isn’t just a means of getting 
patients and getting people to pay you fees; 
it is part of the therapy. This relation be- 
tween physician and patient, getting him to 
believe that you really can help him, in- 
volves a reciprocal function. There is a cer- 
tain natural sympathy built up toward him 
and toward his problems and toward his 
case, a very human kind of sympathy, as 
Doctor Hadden pointed out. 


Therefore, he comes into court not only 
with his objective findings and the past 
medical history as obtained from the indi- 
vidual, but also with a certain unconscious 
sympathetic leaning toward this individual, 
trying to do what he can for him and his 
case. I am assuming it is all unconscious, 
there is nothing willful about it. 


On the other hand, when the defense asks 
a given expert to examine the same individ- 
ual, generally the request is preceded with 
this kind of a statement: 


“Doctor, this individual is causing us 
some trouble. I frankly think he is a liar 
or he is grossly exaggerating, and I’ve got a 
lot of reasons for thinking that. We want to 
know objectively, scientifically, what you 
can find wrong. Not what he tells you now; 
we have heard all that, we have all that in 
the complaint; particularly not what he tells 
you after he has been talking to his lawyer, 
who might have told him what to tell vou. 
We want to know only what you can find 
objectively.” 


Therefore, that physician bases his opin- 
ion on half a case. He not only has elim- 
inated sympathy, he has also eliminated the 
subjective elements of the case, the symp- 
toms. He brings only the findings based on 
objective signs into the court room. 
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In ordinary treatment of the patient the 
physician does not have these problems. He 
may assume that what the patient says 
hurts, really hurts, and that it is not some- 
thing that has just been magnified into a 
hurt in his mind because of the automobile 
accident. 


In the ordinary situation also the physi- 
cian can approach his patient in the ordi- 
nary therapeutic manner, without worrying 
too much about how much weight he is to 
give this question of past medical history, 
or the question of unconscious sympathy. 


In the forensic situation the problem of 
evaluation, of deliberation, becomes an all- 
important one. If there is no relation of the 
physician to either side, I think the physi- 
cian can, on his own, without any instruc- 
tions from the court, take the proper mid- 
dle course. As soon as you set up this kind 
of artificial side relationship you are dis- 
torting to some extent. That distortion is, 
I think, reflected in many instances in the 
battle of experts in court. 


That is why I would be willing to call the 
court-appointed physician an “impartial” 
medical expert, even though the other two 
might be equally impartial when called by 
a court rather than by the parties directly. 


H. ALBERT YOUNG, Member of the Dela- 
ware Bar: Doctor Hadden, you gave us 
that illustration of Joe, who was involved 
in that accident, and I believe you stated 
he had a concussion of the brain. He suf- 
fered certain disability, and you stated he 
also had residual effects of post-traumatic 
pain syndrome. 


You also mentioned something about coin 
of the realm and I got a certain impression 
from that, that either the injured party, or 
the lawyer representing the injured party, 
was more interested in the coin of the realm 
than he was in the recovery of that particu- 
lar patient. 


Now I want to ask you, are you of the 
opinion that a diagnosis of a post-traumatic 
pain syndrome, following a concussion of 
the brain and a brain injury, is not com- 
pensable, for which the lawyer should seek 
ultimate recovery? 
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Doctor Happen: I did not mean to 
create the impression that one should not 
be compensated for injuries. What I do 
wish to do is enter a plea for the person 
most intimately involved, the plaintiff, who 
is lost sight of in this conflict of which Doc- 
tor Polsky spoke. I feel that before the 
conflict is established by the engaging of 
counsel, that we, as physicians, ought to 
exert every effort for the recovery of the 
patient, the medical recovery, and postpone 
any involvement in the contest by getting 
the lawyer in the situation too early. It 
implies, “Look. You have a good case.” 
You see? And as soon as that occurs then 
the individual begins to visualize secondary 
pecuniary gain, which may obstruct his re- 
covery. 


And that is why it is somewhat similar 
to the compensation of the G.I., for neuro- 
psychiatric disability. As long as he is go- 
ing to be compensated it is very difficult to 
have him give up that compensation. So I 
feel that we ought to focus our attention on 
the fact that if real justice is to be done we 
ought, first of all, to try and obtain the 
highest degree of medical recovery of the 
individual. Then let the secondary phase 
be the compensation for those residual 
symptoms, for loss of time, and so on. Let 
us focus first on the medical recovery of the 
individual. 


Mr. Younc: Doctor, ruling out malinger- 
ing, if you find that sort of condition, do 
you think the doctor ought to recognize 
that traumatic pain syndrome as a real in- 
jury and a real result, or residual to that 
accident? 


Doctor HAppEN: Here, of course, we get 
into a very interesting situation. But what 
is real? .For example, the symptom, every 
symptom of a neurotic, or the malingerer, 
is absolutely real. I think that the pains, 
all the complaints, of the neurotic are very 
real. The palpitation of the heart, that is 
real. The nausea, the vomiting, all of those 
symptoms are real. 


Now many times I think a lawyer feels 
that they are just imagining those things. 
I am sure that most of you here have had 
some degree of stage fright. Was that short- 
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ness of breath real? Was your mouth really 
dry? And did your knees get kind of rub- 
bery? And things got kind of hazy before 
your eyes? Or were you just imagining it? 
I have had stage fright, and those things 
are very real. 


So all of the symptoms of the neurotic 
are real; they are not imaginary; they are 
produced by the emotion that is involved 
in the situation. 


I don’t know whether I have answered 
your question but they are real, certainly 
they are real. 


CLEMENT C. Woop: Doctor Hadden, do 
you have a feeling that traumatic neurosis 
occurs only in the anti-traumatic malad- 
justment? 


Doctor HappEN: Well, I do feel that as 
a matter of fact all of us have a certain 
amount of neurotic potential; that when we 
are injured that may be activated. 


I am sure we know individuals who will 
sustain certain types of injuries and, even 
where others are responsible, not develop a 
disabling group of symptoms, And so I 
think it depends upon the adjustment of 
the individual prior to the injury. But I 
think all of us have some degree of potential 
under certain circumstances and may have 
neurotic symptoms following trauma. 


Docvror H. T. McGuire: I am from New 
Castle, where we usually have peace and 
tranquility. I find a little hostility welling 
up to Doctor Polsky’s constant application 
of the family physician as a poor relation 
to the case, since it has been made plain 
here that we are dealing only with types 
who say, “Please don’t tell me the facts; I 
have made up my mind.” 


It would seem to me that you, in the 
legal profession, are making a serious error 
in denying, and not accepting the knowl- 
edge and the information that the family 
physician or general practitioner, or the 
journalist, or whatever other opprobrium 
you may give him, has when you call out 
of the blue a fellow to make only an ob- 
jective determination. Because that ob- 
jectivity in illness is only in relation to 
about three to ten, that it shows up any- 
way. 
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So I am curious to know, because I have 
had this happen not too long ago, where I 
was in the position of the family physician, 
twenty-three years of relationship with an 
individual, and I had an expert — he was 
a Philadelphia expert, he wasn’t far out of 
town, but he was an expert, and his fee was 
expert, I’m sure. 


I again became a little hostile to the dis- 
parity because probably my hostility—well, 
I had more than he did because I knew 
more. But it seems to me that there is an 
inequity both to the plaintiff and to the 
defendant as well as to the court, and to 
all people who are attempting to make a 
determination. 


So I would like to know now, Doctor 
Polsky being a teacher, I am sure he can 
use this method, or, as it is frequently 
called, methodology, with reckless abandon, 
but it seems to me to be inherent in his 
thinking because he said it three times. I 
would like to know just why one who has 
a Blackstonian background, or just came 
out of Harvard, why he makes that such a 
substantial part of his defense? 


Doctor Potsky: First of all, my apolo- 
gies to all family physicians. I did not mean 
to disparage them as a group. The reasons 
I used them as examples, undoubtedly ill- 
advisedly, were these. There is a tendency 
to over-evaluate, in my judgment, the fam- 
ily physician’s testimony in the court room. 
Generally the plaintiff’s attorney — at least 
in Philadelphia and I assume that much 
the same thing takes place in Delaware— 
will stress to the jury the fact that Doctor 
“X,” for the defense, may be an expert but 
he saw the patient only once. But Doctor 
Jones has been treating this family for 
thirty years, and brought this boy into the 
world, has known him through every ill- 
ness. 


Doctor Jones was also the first doctor to 
see him, and saw him every week thereafter 
for a period of many months. Doctor 
Jones’s testimony is therefore the only re- 
liable criterion. What the jurors must do 
in effect, the plaintiff’s attorney tells them, 
is cancel out the examining experts, the 
one-shot fellows. One says one thing, one 
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the other; cancel them out. And you are 
left with that paragon of virtue, the family 
doctor, who can’t go wrong because he has 
seen the individual so often. I have found 
this situation, which happens all too often, 
in examining transcripts in attempting to 
get teaching materials together. 


Futhermore, the expert, qualified as an 
expert in a certain field, and dealing with 
a problem that is outside of his field will 
say, “I’m sorry, that is beyond my range of 
examination. I am an expert in,” whatever 
his field is. Unless he is an internist, and 
even there he may draw a line. He may 
say, “I am not a chest man, I am a radi- 
ologist.” He is generally well able to stand 
the test of cross-examination without any 
difficulty. 


The fellow who gets into trouble most 
of the time — and I offer this simply on 
the basis of very limited experience in ex- 
amining these transcripts, but will have 
more when we have this Institute actually 
functioning and we are examining tran- 
scripts in the thousands — the fellow who 
gets into trouble is the family physician, 
who is presumed by the court and by the 
jury and by everyone to be expert in all 


Not all family physicians get into trouble; 
some of them acquit themselves extremely 
well; and some of them actually do impart 
more knowledge than the experts, to the 
jury, because they have a tendency to try 
to relate to the jury and to explain to the 
jury. 


But in an appreciable number of in- 
stances where I think the course of justice 
goes off the rails, it goes off the rails be- 
cause the family physician comes in think- 
ing that simply because he is a physician, 
does have an M.D. degree, he will be able 
to cope with the lawyer on better than 
equal terms. 


The lawyer, who has prepared himself by 
consulting experts and books on a very 
narrow area of medicine, can frequently 
make the family doctor look silly, when he 
should not look silly. His testimony is im- 
portant, and if he had taken just a little bit 
of time, perhaps fifteen minutes of prepara- 
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tion, as compared to the attorney’s five 
hours of preparation, he would be able to 
meet the cross-examination head on, and 
still get across his point to the jury. 


Instead of that he either is discredited 
or he begins to backwater, and this action 
of backing water is worse than being dis- 
credited as far as | am concerned. For then 
he is ready to admit practically anything 
to get off the hook the cross-examiner has 
him on. The examiner throws something 
at him, “Couldn’t this probably be due to 
something else, Doctor?’ “Well, yes, I sup- 
pose it could be.” He is anxious to get out 
of that court room now. 


I think it is a fact that the general practi- 
tioner does create more problems than the 
expert in the court room. For whatever it 
is worth that has been my conclusion in ex- 
amining the records. 


Hiram Warper: I would like to ad- 
dress a question to Doctor Polsky on this 
line: I gather that the process that he has 
been outlining to us goes in more or less 
for determining the actual disabilities that 
have been suffered by this person. 


We have been described here in America 
by some European psychiatrists as being 
compulsive neurotics, and Doctor Hadden 
said we are all potential neurotics. Be that 
as it may. During the last war, in psychoso- 
matic medicine it was pretty well developed 
that among the medical profession, not only 
in the military service but also among civil- 
ians, a very high proportion of ailments is 
caused either directly or indirectly by emo- 
tional causes. 


Now assuming that you have a plaintiff 
who is involved in an accident, and assum- 
ing that he develops these neuropsychiatric 
conditions which produce these very real 
symptoms referred to by Doctor Hadden, 
and which do disable this man; assuming 
that it is the desire also as a matter of pub- 
lic policy, and should be the desire of both 
professions to rehabilitate this man, don’t 
you think that a defendant whose negli- 
gence causes this man to be injured should 
be required to compensate him for any dis- 
ability he may have? even though it so hap- 
pens that a large amount of that disability 
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can be pinned on to a neurosis where, in 
fact, the accident was the ultimate cause? 
Don’t you think that is a just risk? 


Doctor Potsky: I haven’t the slightest 
disagreement with you, and I hope that 
what I said did not give the impression to 
others that I was advocating stopping short 
with the findings, or resting only on ob- 
jective results that the physician is able to 
obtain. 


As a matter of fact I am strongly of the 
opinion that the traumatic neurosis is and 
properly should be compensable. The ques- 
tion is not whether the traumatic neurosis 
should be compensable, but whether some- 
thing can be done to keep this from becom- 
ing a permanent psychiatric condition. 
There is this real problem of secondary 
gain. 


The process of litigation is itself a trau- 
matic factor, an additional traumatic fac- 
tor, after physical trauma, and we have got 
to recognize it as such sooner. As a matter 
of fact perhaps the easiest way to sum this 
whole thing up is to paraphrase what a very 
eminent neurologist once said on the wit- 
ness stand when he was asked whether all 
this didn’t really amount to a greenback 
poultice that he wanted applied to the 
plaintiff. 


The answer was, “Yes. As a matter of 
therapy, and as a physician, forgetting all 
about the law, simply as a physician, I 
would prescribe a greenback poultice for 
these reasons and to this degree. That if it 
is prescribed soon enough, and if it is pre- 
scribed in large enough amount, and the 
soonness has a relationship to the largeness, 
that is the sooner the lesser the amount 
needed, it will cure this individual. 

“And if it is not, this individual will not 
be cured. And the longer the period of time 
that intervenes and the smaller the poultice 
that is applied, the more certain you are to 
wind up with something that is going to 
make this individual a cripple for the rest 
of his life.” 

We have a duty to mitigate damages, as 
lawyers, and part of that duty is to try to 


get these cases disposed of as quickly as 
possible. We can’t eliminate the legal pro- 
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cess altogether, or keep it in limbo forever. 
This is one of the hazards of working with 
the kind of tools that we work with. We 
have got to subject individuals to that ad- 
ditional trauma. The problem is to keep 
that trauma as small as possible. 


Now something like this New York pro- 
ject which results in speedy settlements, 
seems to me to be about all we can do right 
now, short of comparative negligence. If 
you add comparative negligence I think you 
have gotten still another technique for deal- 
ing with this kind of thing. 


How far you go in comparative negli- 
gence in cutting down on the amount of the 
award because of the pre-existing neurosis, 
or neurotic pre-disposition, or because of the 
added trauma of the legal process, are all 
difficult problems to assay right now; but 
certainly comparative negligence would 
help. Much more important than compara- 
tive negligence is getting this kind of case 
disposed of quickly; quickness is the im- 
portant thing here. 


HERBERT L. Cosin: I am interested, as 
a practicing attorney, in these civil negli- 
gence cases, and I would like to address 
this to any member of the panel: Isn’t it 
true that the medico-legal problems really 
encompass a much wider field than the last 
few minutes of discussion on negligence 
cases might indicate? 


For example, most states now have fam- 
ily courts, juvenile courts, where domestic 
problems arise, your divorce problems. As 
Judge Biggs pointed out, the criminal prob- 
lems. Isn’t that a very wide, fertile field, 
the surface of which has hardly been 
scratched, for the relationship and the close 
association needed between lawyers and 
physicians in determining in the interest 
of society how those problems should be 
handled? 


In the Attorney General’s office I observe 
the great number of juvenile and family 
cases that are brought, before they get up 
to the higher courts, where certainly the 
fields of law and medicine are not working 
together closely enough to do a job that 
ought to be done. I am just wondering if 
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the panel speakers might care to comment 
on it. 


JUDGE Biccs: I tried to touch that a 
little bit in the limited time that was at our 
disposal. In my mind that is the $64,000 
problem. 


The handling of negligence cases is, of 
course, a very substantial part of your prob- 
lem, as Dotcor Hadden and Doctor Polsky 
have pointed out, and as I tried to do, too. 
But, of course, it seems to me that there 
will have to be some long-range solution 
worked out for the problems which lie in 
the field of what you might call general 
citizenship of the individual. 

What makes a juvenile delinquent? What 
about family relations? And do we need 
additional statutes? I am convinced that 
we do. I don’t mean to imply that passing 
a statute is a cure-all, but there must be 
some machinery which the lawyer and the 
doctor, between them, probably will have to 
supply. Unfortunately, to try to do that 
by way of a brief speech is to my mind 
impossible. One would have to spend many 
hours of lecturing; it is a whole course, a 
course over years, which would have to be 
demonstrated. 


But the need, I think, is becoming acute, 
much more acute than it was, for example, 
when I came to the Bar in 1922. The prob- 
lem of juvenile delinquency then — if it was 
not non-existent — was at least attracting 
no popular attention. Perhaps the auto- 
mobile has contributed not only in the field 
of personal injury but also in the field of 
injury to personality. That is to say, it is 
very easy for a boy to go out on a joy ride 
these days; in my day it was not. 


These problems, I think, are such that 
the medical profession and the legal pro- 
fession of necessity must work together. 
And I don’t believe the lawyer can possibly 
solve these problems without the aid of a 
physician. I think the corelation between 
the two professions has to be so close that 
I would expect to see within twenty years 
almost an emergent of the functioning of 
the two. 


So that automatically one might have 
even at grade school level some sort of ex- 
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amination made, for example, by Rorschach 
tests given to a class generally, where you 
could know your problem people and begin 
to treat them at that level. Of course, that 
presents a very serious question of possible 
interference with personal liberty that 
would have to be handled. That is the legal 
side of it. 


I think that most of the material in the 
forthcoming years whereby simplification of 
our problems of the law are concerned must 
be literally supplied by the physicians. I 
think it is absolutely essential that both 
some law be taught in medical schools and 
a good deal of medicine be taught in law 
schools. I think it is a very long-term prob- 
lem and, of course, I think today of neces- 
sity we have merely touched the surface. 


THE CHAIRMAN: Thank you, Judge Biggs. 


We have no further time in this morning 
session. 


I wish to thank the three speakers, and 
thank you all for your attention. 


(Whereupon the meeting was adjourned 
for the luncheon recess.) 


Tuberculosis death rates generally are 
high in the large cities. Cities of 100,000 
population and over have a _ tuberculosis 
death rate approximately 80 per cent higher 
than that of the remainder of the country. 
Robert J. Anderson, M.D., Pub. Health 
Rep., Feb., 1956. 


It would appear that there are well au- 
thenticated instances where malnutrition 
was the only probable cause of a rise in 
tuberculosis morbidity and mortality, 
though in most instances it is one of several 
associated possible causes. There are also 
indications that malnutrition becomes op- 
erative as an etiological factor in tubercu- 
losis only when a critical level is reached. 
On the other hand, it is recognized that 
optimum nutrition gives no absolute pro- 
tection against tuberculosis, if other circum- 
stances are unfavorable. Alton S. Pope, 
M.D., and John E. Gordon, M.D. Am. J. 
Med. Sciences, Sept., 1955. 
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Mortality is not the real yardstick to 
measure the importance or judge the control 
of a disease. Even if there were drugs cap- 
able of preventing the sudden deaths re- 
sulting from hypertension and arteriosclero- 
sis, these conditions would remain a tre- 
mendous medical and social problem. Sim- 
ilarly, adults do not commonly die of mental 
disorders, arthritis, or peptic ulcers. Yet, 
no one would claim that these afflictions 
have been conquered. Neither has tubercu- 
losis been conquered. Instead, the forces 
which have been at work during the past 
century have slowly converted it from a 
killing to a chronic disease. Rene J. Dubos, 
Ph.D., Nat. Tuberc. A. Tr., May, 1954. 


Supplying necessary rehabilitative serv- 
ices emphasizes more than any other in- 
stance the combined role of the physician, 
hospital, and health department in meeting 
community needs. L. E. Burney, M.D., 
Calif. Med., Jan., 1956. 


* 


It would seem to be elementary that, if a 
patient with an acute lower respiratory in- 
fection were ill enough to require hospitali- 
zation, an initial diagnostic chest X-ray 
would be mandatory, and that for pneu- 
monias, additional progress films would be 
in order. C. Wesley Eisele, M.D., Vergil 
N. Slee, M.D., and Robert G. Hoffmann, 
Ph.D., Ann. Int. Med., Jan., 1956. 


Despite a gratifying decline in the death 
rate, the tuberculosis problem in this coun- 
try will not approach acceptable solution 
until the morbidity rate demonstrates a cor- 
responding decline. Over the last five years, 
deaths from tuberculosis have declined be- 
tween 15 and 20 per cent each year. The 
morbidity rate, however, has declined only 
three to four per cent per year over the 
same period of time. At this rate, more 
than a quarter century will be required to 
equal the same per cent reduction in mor- 
bidity that has been achieved in mortality 
in the past five years alone. An. Rep. Div. 
Special Health Services, U. S. Department 
of Health, Education, and Welfare, Wash- 
ington, D. C. (1954-1955) 
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THE ArT AND SCIENCE OF MEDICINE 


Much has been written about the art and 
the science of medicine as if they were an 
incompatible couple heading medicine for 
the divorce courts. Those who hail the art 
of medicine as paramount tend to bolster 
their argument with derisive examples 
where the science seemingly has failed. 
Those on the other side who have no room 
for art in their scientific approach speak 
deprecatingly of pill pushers, injection spe- 
cialists and the laying on of hands. The 
argument is reminiscent of the debates 
among the sociologists a generation ago 
concerning heredity versus environment as 
the sole determinant to behavior, an argu- 
ment which resolved itself into an apprecia- 
tion that both operated inseparably to fash- 
ion the end results. Whether art and science 
can resolve themselves similarly depends 
upon a number of things. 


Science is derived from vhe Latin “scien- 
tia” meaning knowledge. Art is also from 


the latin “ars” meaning skill. Some usage 
has transposed one into the other at various 
times. And in the application of knowledge 
certainly skill becomes an important part 
of the whole. Medical science is certainly 
an applied science which utilizes a number 
of basic sciences for its support. As defined, 
a science, which is the study of a body of 
facts systematically arranged and showing 
the operation of general laws, would hardly 
be useful unless applied with skill or art. 
A marriage between science and art would 
seem inevitable. Then whence the dicho- 
tomy in thinking, wherefore the schizoid 
attitude, the divisive arguments of art ver- 
sus science in the practice of medicine. 


Much of the difficulty seems to stem from 
the rapid advances made in the body of 
medical knowledge concerning the facts of 
disease and means of treatment arising from 
basic research which has moved medicine 
so rapidly in the past fifty years and seems 
to be gaining speed at an incredible rate 
in this age of antimicrobial drugs, radio- 
isotopes and ataractics. Medicine has come 
a long way from purgatives, emetics, stoma- 
chics and the rare specifics of our grand- 
father’s day. The diagnostic assists to 
medical practice have taken over a tremen- 
dous area of hitherto uncertain diagnostic 
problems to such an extent that “Explor- 
atory Laparotomy” is considered a dirty 
word by our Hospital Tissue Committees 
and an “error in diagnosis” brings the 
trembling surgeon abjectly to his knees in 
order to explain how this mistake came to 
be. Seriously speaking, however, the lab- 
oratory and the X-ray departments have 
added terrifically to what we can find out 
about a patient over and above the simple 
techniques of palpation, percussion and 
auscultation. The temptation to depend 
and rely upon them has been irresistible 
since their accuracy so far exceeds the fal- 
lible five senses with which we have been 
endowed. This dependence on objective 
techniques has further aided the decline in 
the use of these senses as has the auto- 
mobile reduced the number of pedestrians in 
one way or another. 


What does it matter if breath sounds are 
absent, when a chest x-ray will show the 
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exact area of pulmonary consolidation? 
What does the character of the sputum 
mean when the patient’s pneumonia will re- 
spond to penicillin without even typing the 
pneumococcus? The science, the knowledge 
of disease and drugs, the use of diagnostic 
and therapeutic techniques in all branches 
of medicine and surgery has singlehandedly 
reduced mortality, morbidity, maternal and 
infant mortality and increased life span so 
much in the past half century that a cat- 
alogue of serious and as yet incurable dis- 
eases seems brief today when compared to 
those one would have had to encounter in 
1900. These changes in the spectrum of 
prevalent and challenging disease has been 
due to the expanding science of medicine. 
The mycobacterium of tuberculosis is killed 
by the streptomycin and the patient bene- 
fits without art. The gonococcus is killed 
by perici'lin no matter who administers the 
drug, without art. The list of examples is 
long and the conclusion is irresistible. The 
art of medicine declines in importance, de- 
creases in its scope as the science of medi- 
cine increases its ability to cure disease by 
the direct action of drugs and techniques 
upon the disease itself. The patient is mere- 
ly the accidental host for the disease whose 
treatment is predicated upon a knowledge 
of the action of the disease upon the patient 
in terms of the nature of the disease itself. 
It matters little who administers the peni- 
cillin or the poliomyelitis vaccine, or re- 
moves the appendix or excises the tumor 
as long as these things are done at the 
proper time in the standard manner for the 
proper indications and with sound judg- 
ment. The diseased patient will get well 
despite the doctor if given the scientifically 
designated treatment. He doesn’t have to 
like the doctor to get well. No bedside 
manner is needed to cure meningitis when 
the laboratory reports a tetracycline sensi- 
tive organism in the spinal fiuid. 


Is the art of medicine then to be left 
only for those patients whose diseases are 
as yet incurable? Is the art of medicine 
a shrinking, ever contracting area of prac- 
tice destined to be eventually extinguished 
by the avalanche of scientific knowledge? 
Such fate would seem on the surface to be 
inevitable and logically inescapable. Yet 
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the derivation of the word “Art” comes 
from the word “skill” and without skill the 
practice of medicine would hardly have 
achieved the marvels of today’s triumphant 
victories over disease. The practice of sur- 
gery without skill would be unthinkable; 
the practice of medicine without judgment 
(a form of non-surgical skill) would lead 
to indiscriminate testing and drug admin- 
istration. The consequences on both these 
practices would be catastrophic to patients 
and the medical profession alike. 


The art of medicine is the handmaiden 
of the science. The two are inseparable. 
The disease is not operating in a vacuum 
but within or upon a patient and the pa- 
tient is a person who must be treated as 
a whole. The medical judgment gained 
from experience, from preceptors, from hon- 
est error and from creative thinking about 
the practice of medicine represents an in- 
tangible skill, an art of healing which is to 
be integrated with the body of knowledge 
systematically arranged and showing the 
operation of general laws known as the 
science of medicine. 


The art of medicine is that intangible 
quality which affects the entire practice of 
medicine from the moment the patient and 
the doctor come into contact. It applies 
to the taking of the patient’s history, to 
the physical examination, the selection of 
special laboratory tests and to their inter- 
pretation in the light of all the accumulated 
knowledge about the patient. The seeming- 
ly casual small talk with the patient is part 
of this art in providing the doctor with ad- 
ditional insight concerning the character 
of the patient and his background. All of 
this and more is necessary for treating the 
patient as a person rather than as a case 
of glomerulonephritis or leukemia. 


So far, the sociologists and the psycholo- 
gists have not been able to provide us with 
a body of facts and laws by which this 
phase of medical practice can be learned 
from texts. This is not the sort of informa- 
tion which has been catalogued for the 
guidance of every medical student in a 
handbook. It must be learned by experi- 
ence and observation and the teachers are 
often the patients themselves if only we 
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know when and where to look for guidance. 
The clues for learning the art of medicine 
often come in the unlikeliest places and the 
teachers are often unconscious that they 
are imparting some bit of their art to us. 
But the realization that there is more to 
the practice of medicine than the applica- 
tion of text book knowledge and the lab- 
oratory screening of diseases for diagnosis 
more than the administration of appropri- 
ate drugs or the execution of the indicated 
surgery will elevate the art in medicine to 
a constant companionship with science 
which, after all, is still the sina qua non 
in the treatment of people with physical 
and mental disease. 


ANNUAL MEETING 


The Annual Meeting of the Medical So- 
ciety of Delaware will be held at the Hotel 


Henlopen in Rehoboth, Delaware on Sep-. 


tember 13 and 14. The arrangements for 
this year represent some slight variations 
from previous years. In the first place the 
meeting will be concentrated in an evening 
session Thursday night, the 13th, followed 
by an all day session on Friday the 14th. 
The fact that the meeting is in Rehoboth 
means that we shall meet a month earlier 
than usual and it is expected that a good 
turnout of Physicians will attend all the 
sessions. Holding the meeting on Thurs- 
day and Friday, rather than the customary 
beginning of the week dates, offers to all 
the doctors the opportunity of combining 
the session with a weekend of relaxation 
in Rehoboth. It is hoped that this bait will 
attract a large number of physicians and 
their families for the entire meeting. These 
dates are just past the end of the “season” 
and the weather should be fine. Rehoboth 
has many resort attractions in addition to 
its beaches. Please plan ahead and mark 
September 13 and 14 on your calendar as 
a must for Rehoboth. Make a weekend of 
it while you are at it. An excellent scientific 
program has been planned and the time 
spent at the meetings, the exhibits and in 
Rehoboth will be well worth your while. 
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SciENCE FAIR 


Delaware was well represented at the Na- 
tional Science Fair held last May in Okla- 
homa City by the two top winners of the 
Delaware State Science Fair, Robert Arms- 
by and Whitney Adams. These two young 
men from Sanford Preparatory School and 
Alexis I. Du Pont School, respectively took 
their exhibits, after winning here in com- 
petition with 686 entrants, into the larger 
and stiffer competition of the National 
Science Fair and did very well. Of particu- 
lar interest to the Physicians of Delaware, 
is the fact that Robert Armsby with an 
exhibit titled “A Respiration Calorimeter” 
won third prize at the National Fair and 
was runner-up in the special competition 
held by the AMA for the best exhibit in the 
Medical field, the winner of which was to 
be awarded a trip to Chicago where he 
would exhibit at the AMA Convention in 
June. 


It may be coincidence, but the fact is 
inescapable, that the first time Delaware 
has had a high honor on the National level 
in a biological subject four Delaware Doc- 
tors participated in the judging at the Del- 
aware Science Fair held in last April at 
Tower Hill School. These were Doctor Jack 
Alden, Doctor Allen Fleming, Doctor Otto 
Pollak and Doctor Karl Russell. They spent 
a busy and fruitful evening going over the 
many exhibits in conjunction with more 
than twenty other judges evaluating the 
work and interviewing the exhibitors before 
they came to their final decisions which 
meant so much to these many fine young 
boys and girls. 


The work of the Delaware State Science 
Fair is important to the development of 
scientific brains for the future of our coun- 
try. We Doctors have a real part to play 
in this effort and this program represents 
a fertile and challenging incentive to us as 
doctors for next year and the years to come. 
We would like to see more and more doc- 
tors get closer to the work of the Science 
Fair through their communities up and 
down the State and also, should the oc- 
casion arise, serve as a judge or on a com- 
mittee so that the work can benefit from 
your medical background. The competition 
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for brain power is keen in this country and 
throughout the world. Medicine needs the 
best brains it can attract for the myriad of 
as yet unsolved problems still facing us. 
By stimulating interest and directing ac- 
tivity during these formative years among 
the youth we shall be providing a hopeful 
reservoir upon which the future generations 
may draw. 


BOOK REVIEWS 


PATHOLOGY FOR THE SURGEON. By William 

Boyd, M.D., F.R.C.S., former Professor of 

Pathology, University of Manitoba, Univer- 

sity University of British Colum- 

bia. William B. Sanders Co., Philadelphia & 

London, 1955. 

As stated by the author in his preface, 
this book has been written primarily for the 
“graduate rather than undergraduate, the 
surgeon rather than the pathologist, the 
young rather than the old, in other words 
the interne or the resident who has to re- 
fresh his memory of pathology for examina- 
tions of the specialty boards—.” Dr. Boyd 
has rewritten his textbook in a rather 
unique manner so that it is essentially a 
comprehensive and concise review of pa- 
thology from a surgeon’s standpoint rather 
than a reference text for those primarily 
interested in pathology. 


It is an up-to-date, modern textbook of 
pathology, which is written in a readable 
manner which combines the clinical aspects 
of surgery with the underlying pathology 
to an exceptional degree. 


Its arrangement and organization is ex- 
cellent and the preliminary outline or classi- 
fication heading each chapter is of great 
benefit to anyone endeavoring to glean the 
essentials of the context of the subject in 
question. 


For anyone interested in surgery and the 
basic pathology pertaining to the various 
aspects of it, this textbook is invaluable. 
The material covered in this book is not 
only comprehensive but unusually concise 
and well organized and clarifies many com- 
plex aspects of the subjects discussed to a 
degree seldom seen in any recent textbook. 
The chapter on the general pathology of 
tumors with particular reference to the car- 
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cinogens and the radiomimetic chemo-thera- 
putic agents is most illuminating and funda- 
mental. It supplies the post-graduate stu- 
dent and the practicing surgeon with a 
readily understandable, comprehensive epit- 
ome of the whole approach to the modern 
attack on the problem of cancer. 


The only criticism which one might make 
regarding this volume is that, in its treat- 
ment of certain subjects, e.g. branchiogenic 
cysts and the thyroid gland, it is too concise 
and too comprehensive to be entirely clear 
to someone not thoroughly familiar with the 
subject in hand. 


This volume is of value, as has been 
stated, chiefly to surgeons or would-be sur- 
geons, inasmuch as the clinical aspect of 
disease is emphasized to a greater extent 
than the histo-pathology. With its excel- 
lent index and references, it will be indis- 
pensable in the armentarium of the busy, 
practicing surgeon as well as to the post- 
graduate student during his course of hos- 
pital training, and it should be equally as 
valuable in bringing the specialized pathol- 
ogist in closer contact with the clinical as- 
pects of surgery in general. 


Its scope is as amazing as it is limitless, 
and one can scarcely begin the perusal of 
this volume without feeling compelled to 
continue on to the very end of this master- 
piece or compendium of academic and prac- 
tical surgery. This work might, perhaps, be 
disappointing to those who are in a highly 
specialized and limited field of either sur- 
gery or pathology. 


THERAPY OF FuNGUS Diseases. An Interna- 
tional Symposium. Edited by Thomas H. 
Sternberg, M.D., Professor of Medicine 
(Dermatology) and Assistant Dean for Post- 
graduate Medical Education, and Victor D. 
Newcomer, M.D., Associate Professor of 
Medicine (Dermatology), University of Cali- 
fornia, at Los Angeles. Cloth. $7.50. Pp. 337, 
with illustrations, Little, Brown & mpanv, 
34 Beacon St., Boston 6: J. & A. Churchill 
Ltd., 104 Gloucester Pl., Postman Sq., London 
W.1, England, 1955. 


This volume by 83 contributors consists 
of 55 papers which were presented at a sym- 
posium on fungus infections presented June 
23 to 25, 1955, under the auspices of the 
Division of Dermatology, Department of 
Medicine, School of Medicine and Medical 
Extension, University Extension, University 
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of California at Los Angeles. It was made 
possible by the financial assistance of the 
Squibb Institute for Medical Research. 


The collected papers are an up-to-date 
review of laboratory and clinical research 
on superficial and deep mycoses. They are 
intended only for those interested in my- 
cology in general or in a specific problem 
associated with a particular fungus. An 
international point of view is presented by 
a discussion of fungus diseases in India, 
France, Argentina, Brazil, Mexico, The 
Philippines, and The Ukraine. Though some 
of the articles are clinical, many are tech- 
nical laboratory studies. 


Of the 55 papers presented, 16 are con- 
cerned with the chemistry, experimental 
background, and clinical activity of Nysta- 
tin. This antibiotic has been shown to be 
quite effective in the treatment of monilia- 
sis, and shows promise in sporotrichosis and 
coccidiordomycosis. To the reviewer is 
knowledge, this volume is the most complete 
summary of the literature on Nystatin that 
has been assembled to this time. 


TID BITS 

Vague and insignificant forms of speech, 
and abuse of language, have so long passed 
for mysteries of science; and hard or mis- 
applied words with little or no meaning 
have, by prescription, such a right to be 
mistaken for deep learning and height of 
speculation, that it will not be easy to per- 
suade either those who speak or those who 
hear them, that they are but the covers of 
ignorance and hindrance or true knowledge. 

(JOHN LOCKE) 


One cannot but wonder at this constant- 


ly recurring phrase “getting something for. 


nothing” as if it were the peculiar and 
perverse ambition of disturbers of society. 
Except for our animal outfit, practically all 
we have is handed to us gratis. Can the 
most complacent reactionary flatter him- 
self that he invented the art of writing or 
the printing press, or discovered his reli- 
gious, economic, and moral convictions, or 
any of the devices which supply him with 
meat and raiment or any of the sources 
of such pleasure as he may derive from 
literature or the fine arts? In short, civili- 
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zation is little else than getting something 
for nothing. 
(JAMES HARVEY ROBINSON) 


A well chosen anthology (of verse) is a 
complete dispensary of medicine for the 
more common mental disorders, and may 
be used as much for prevention as cure. 


(ROBERT GRAVES) 


That we should practice what we preach 
is generally admitted; but anyone who 
preaches what he and his hearers practice 
must incur the gravest moral disapproba- 
tion. 

(LOGAN PEARSALL SMITH) 


People who stay healthy will be those 
who realize that there is no escape from 
conflict. Where there is no conflict, there 
is death. 

(EDUARD C. LINDEMAN) 


All human history reveals that trans- 
cendental metaphysics is not only futile 
but dangerous. Those who have foisted, 
frequently by not too honest means, their 
unsupported speculations upon the naive 
and gullible as truths have served to re- 
tard man’s self-realization more than any 
other misfortune that has ever befallen him. 
History also reveals that man does not 
need any brand of transcendental meta- 
physics — his lasting contentments and 
achievements he has found wholly within 
the frame of reference that takes things 
as they are in the here and now. No pat- 
tern of living is written in the stars; each 
may be tried and esteemed according to 
the individuals as a reasoned compromise. 
No value can be capitalized: all values are 
fluxions in vital dynamics. No supernal 
power can aid him: he must find within 
himself the creative vision, the courage and 
the will for his fulfillment . .. Man does not 
need a machine to manufacture happiness, 
or any oracle to tell him where to find it; 
it is a by-product of life needing only to be 
separated from the dross of want and pain. 
When the scales weigh down beneath the 
latter, his self-reliance will not fail him, he 
will fall back on that most elemental of 
animal virtues — courage. A man can lose 
his God but he cannot lose himself. 

(from MAN AND HIS GODS 
by HOMER W. SMITH) 
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Science is a way of life which can only 
flourish when men are free to have faith. 
A faith which we follow upon orders from 
outside is no faith, and a community which 
puts its dependence upon such a pseudo- 
faith is ultimately bound to ruin itself be- 
cause of the paralysis which the lack of a 
healthily growing science imposes upon it. 

(NORBERT WEINER—The Human 
Use of Human Beings) 


“NOTES ON AN ATTACK OF CORONARY 
ARTERY DISEASE” 


During my first sixty years, I think it 
might be fairly safe to say, I enjoyed good 
health. There were a few illnesses, but 
none of these were of the variety that 
leaves a residuum; I prided myself on the 
ability to work six and a half days a week, 
and the hours of work were long. It has 
always seemed to me that involvement in 
interesting problems is a safeguard of 
health because it counteracts any tendency 
to subjectivity. 

In 1940, in anticipation of our entering 
World War II, my activities were stepped 
up by association in Washington with the 
National Research Council and particularly 
with the Chemical Warfare Service. Dur- 
ing the new few years they were also very 
considerably increased in New Haven, with 
teaching and service responsibilities made 
heavy by a reduction in the staff person- 
nel and the assumption of other duties by 
those members that were left to carry on. 
One has little realization of fatigue under 
such circumstances, in a time like that. 


Be that as it may, I was undoubtedly 
fatigued, and with the end of the academic 
year there were other responsibilities, as- 
sociated with the university, that deprived 
me of a good deal of rest over the week 
prior to my acute illness. I distinctly re- 
member leaving the Commencement very 
tired and very hungry, and wondering 
whether it would be more advisable to get 
something to eat or take a nap — finally 
deciding on the latter. It was a hot June 
day, and after sleeping for an hour or so, 
I woke up with an acute precordial pain. 
This was annoying, but I put a hot pad on 
my chest, phoned and went home. My wife 
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became worried and called in my physi- 
cian, who insisted that I go to the hospital. 
By the time I got there I felt perfectly well 
and wondered whether the pain was actual- 
ly due to interference with coronary cir- 
culation or was one of the myalgic affairs 
that I have had in many other regions over 
the years. 


A few days later the electrocardiogram 
apparently satisfied the physicians that it 
was a coronary, and so I was given strict 
orders to discontinue my ramblings around 
the room, smoking and even feeding my- 
self. 


Then the story became a little more 
clear, for I slept most of the first week, 
terribly fatigued undoubtedly, and glad for 
the rest. The amount of food I ate was 
very small, and with absolutely no activ- 
ity, not even raising my arm to shave or 
to feed myself, I slowly began to change 
from a colloidal to a noncolloidal mass, By 
the end of three weeks I felt very much 
like a sack of salt water held up by the 
apex. 

In another three weeks, when they be- 
gan to let me put a foot out of the bed, it 
seemed almost impossible for it ever again 
to assume its original purpose. But I slow- 
ly regained my strength, very definitely 
convinced that I had never had a coronary, 
very definitely convinced that I had been 
very greatly fatigued but that some kind 
of physiotherapy might have been not only 
permissible but also desirable, to avoid the 
complete skeletal debilitation that followed 
a protracted inactivity. It took several 
months to overcome this weakness and the 
fear that developed with every sort of evi- 
dence of dyspnea; but as time went on and 
this shortness of breath did not develop, 
except from overexertion, I had greater and 
greater confidence and became increasingly 
active. I do not believe that I suffered any 
great psychological hurt. 


Five years have now elapsed, and while 
I am rarely conscious of any fear of recur- 
rence, I think I do tend to avoid fatigue— 
more perhaps when I am not active than 
when I am working hard. 
(M. C. WINTERNITZ, M.D. from 
When Doctors are Patients) 
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IMPORTANT RESEARCH CONTRIBUTION 


Searle Introduces: 
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A Practical New Steroid 
for Protein Anabolism 


(BRAND OF NORETHANDROLONE) 


PROTEOGENIC EFFECTIVENESS - The newest Searle Research 
development, Nilevar, exerts a potent force in protein anabo- 
lism. Yet it is without appreciable androgenic effect (approxi- 
mately one-sixteenth of that exerted by the androgens). 

Investigations with Nilevar show that nitrogen, potassium 
and phosphorus are retained in ratios indicating protein anab- 
olism. Nilevar is thus the first steroid which is primarily ana- 
bolic and which provides a practical means of meeting the 
numerous demands for protein synthesis. 


NILEVAR IS ORALLY EFFECTIVE + Clinical response to Nilevar 
is characterized not only by protein anabolism but also by an 
increase in appetite and an improved sense of well-being. 


SAFETY AND PRECAUTIONS «+ Nilevar has an extremely low 
toxicity. Laboratory animals fail to show toxic effects after 
six months of continuous administration of high dosages. 
Nilevar should not be administered to patients with prostatic 
carcinoma. Nausea or edema may be encountered infrequently. 


DOSAGE + The daily adult dose is three to five Nilevar tablets 
(30 to 50 mg.) but up to 100 mg. may be administered. For 
children the daily dose is 1 to 1.5 mg. per kilogram of body 


weight. Individual dosages depend on need and response to 
therapy. Nilevar is available in 10 mg. tablets. G. D. Searle & 
Co., Research in the Service of Medicine. 


INDICATIONS: 


Nilevar is indicated in the vast 
of surgical, traumatic and 
_ disease states in which protein 
anabolism is desirable for has- 
tening recovery. The specific _ 
indications are: 


gery. 


Recovery from ill 


& 


5. Nutritional care in wasting 
diseases such as carcinoma- 
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WE CORDIALLY INVITE YOUR INQUIRY 
for application for membership which affords 
protection against loss of income from accident 
and sickness (accidental death, too) as well as 
benefits for hospital expenses for you and all 
your eligible dependents. 


$4,500,000 ASSETS. 
$23,800,000 PAID FOR BENEFITS 
SINCE ORGANIZATION 


and Nephritis, 


* 


in very special cases 
a very superior brandy... 


specify 
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HENNESSY 


COGNAC BRANDY 
84 Proof Schieffelin & Co., New York 
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DAVIS TECHNIQUE USING 


VaGIsEC’ JELLY AND LIQUID 


EXPOSES 


Phase-contrast microscope shows a trichomonad in a 
mucinous vadinal smear. 


ANY trichomonacides failed in years past largely 

because they reached only the parasites swim- 

ming freely in the vaginz! canal—not those hiding 

under enithelial cells deep among the vaginal rugae. 

In fact, some agents actually coagulated the albumi- 

nous material lining the surface and protected the 
trichomonads !! 


Success at last. Today, however, you can overcome 
this problem because Vacisec jelly and liquid 
quickly penetrate to trichomonads’ hideaways. You 
can now treat vaginal trichomoniasis successfully, 
using the Davis technique. Carl Henry Davis, M.D., 
eminent gynecologist and author, and C. G. Grand, 
research physiologist, introduced Vacisec liquid as 
“Carlendacide” and had it tested by over 100 well- 
known obstetricians and gynecologists. Dr. Davis 
states, “. . . over 90% of apparent cures have been 
obtained. . . .”? 


Overpowering action. A chelating agent and two 
surface-acting agents in Vacisec liquid, combined 
in balanced blend, not only reach trichomonads but 
explode them!® The three chemicals act to weaken 
the parasites’ cell membranes, to remove waxes and 
lipids, and to denature the protein. With their cell 
walls destroyed, trichomonads imbibe water, swell 
and explode. 


The Davis technique.t Dr. Davis recommends a com- 
bination of office treatments and home treatments, 
using both Vacisec jelly and liquid in home treat- 


AND EXPLODES 
TRICHOMONADS 
HIDDEN AWAY IN RUGAE 


ments. “A few women have infected cervical, vestib- 
ular or urethral glands and require other types of 
treatment. . . .”? It is well to remember the role of 
the male as carrier of the organism and prescribe 
protection against re-infection from the husband.” 


Office treatment. Expose vagina with speculum. 
Wipe walls dry with cotton sponges and wash thor- 
oughly for about three minutes with a 1:100 dilution 
of Vacisec liquid. Remove excess fluid with cotton 
sponges. Dr. Davis recommends six office treatments, 
three the first week, two the second, and one the 
third. 


Home treatment. Patient douches with solution of 
Vacisec liquid every night or morning and then 
inserts Vacissc jelly. Treatment is continued through 
two menstrual periods, but is omitted on office treat- 
ment days. Continued douching two or three times a 
week after therapeutic success helps prevent re- 
infection. Douching is contraindicated in pregnancy. 


Summary. The unique action of a combination of 
three agents comprising Vacisec liquid reaches 
and explodes hidden as well as surface trichomonads. 
This therapy has a high rate of success and results in 
fewer flare-ups. Vacisec jelly and liquid are non- 
toxic and non-irritating, and leave no messy dis- 


charge or stain. 


VAGISEC is a registered trade-mark of Julius Schmid, Inc. tPat. App. for 


JULIUS SCHMID, ic. 


gynecological division 
423 West 55th Street New York 19, N.Y. 


Active ingredients: Polyoxyethylene nony! phenol, Sodium ethy- 
lene diamine tetra-acetate, Sodium dioctyl sulfosuccinate. In 
addition, Vacissc jelly contains Boric acid, Alcohol 5% by 


weight. 


.: Am. J. Obst. & Gynec. 68:559 (Aug.) 1954. 
.: West. J. Surg. 63:53 (Feb.) 1955. 
.: J.A.M.A. 157:126 (Jan. 8) 1955. 
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POLYSPORIN 


brand 


POLYMYXIN B~-BACITRACIN OINTMENT 


For topical use: in % oz. and 1 oz. tubes, 
For ophthalmic use: in % oz. tubes. 


bral BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, N. ¥, 
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The 
NEW 
Phenothiazine 
Derivative 


or the Management of the 
Acutely Agitated Patient 


e The acute alcoholic « The acute ps ic e Thedrug addict 


A promising new agent in chemopsychotherapeutics, oo 
SPARINE has demonstrated impressive effectiveness 


in controlling acute excitation without inducing ic 
significant side-reactions.'** 


SPARINE is a new, clinically effective phenothiazine 
derivative, which may be administered intravenously, 
intramuscularly, or orally. The route and dosage are | 
determined by the extent of central-nervous-system 
excitation and by the patient’s response. 


Supplied: Tablets, 25, 50, and 100 mg., bottles of 50 and 500; 200 mg., 
bottles of 500. Injection, 50 mg. per cc., vials of 2 and 10 ce. 


1. Seifter, J., et al.: To be published. 2. Fazekas, J.F., et al.: M. Ann. | 
District of Columbia 25:67 (Feb.) 1956. 3. Mitchell, E.H.: J.A.M.A. In press. f 


An Exclusive Development of Wyeth Research 
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“,..WHEN CONTINUOUS 
DIURESIS IS MANDATORY TO 
CONTROL HEART FAILURE, 
NEOHYDRIN 
BECOMES THE SUPERIOR 
ORAL] AGENT, SINCE THIS 
COMPOUND CONTINUES TO 
PRODUCE DIURESIS WHEN 
ADMINISTERED DAILY“* 


* Moyer, J. H., and Hughes, W. M.: 
J. Chron. Dis. 2:678, 1955. 


Baynard Optica 
Company 


Prescription Opticians 


We Specialize in Making 
Spectacles and Lenses 
According to Eye Physicians’ 
Prescriptions 


9TH AND MARKET STS. 
WILMINGTON, DELAWARE 


integrated relief... 
mild sedation 
visceral spasmolysis 
Summit, N. J. mucosal analgesia 


TABLETS (yellow, coated), each containing 
50 mg. rasentine® hloride (adiphenine 
hydrochloride CIBA) and 20 mg. 
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clinically proved in many common infections'® 


Hemolytic streptococcal infections 
Pharyngitis/Tonsillitis/Sinusitis 

Otitis media/Mastoiditis 

Scarlet fever/Lymphadenitis/Erysipelas 
Staphylococcal infections /Pneumococcal 
infections/Gonococcal infections / 


Vincent's Infection /Prevention of 


streptococcal infection in individuals 


with a history of rheumatic fever / 


Prevention of secondary infection due to 
penicillin-susceptible organisms 


in dosage of just 1 or 2 tablets t.i.d. 


and is far less costly than other penicillin salts 


Pentids 


SQUIBB 200,000 UNIT BUFFERED PENICILLIN G POTASSIUM TABLETS 


Recommended dosage: 1 or 2 tablets t.i.d. without regard to meals. Bottles of 12 and 100. 


References: 1. Boger, W. P., J. Amer. Ger. Soc. 3:556, Aug. 
1955. 2. Lapin, J. H., Ann. Allergy 13:169, March-April 1955. 
3. Andeiman, M. B. and Fischbein, W. 1., Antibiotic Med. 1: 
136, March 1955. 4. Statements of American Heart Associa- 
tion, Council on Rheumatic Fever and Congenital Heart Dis- 
ease, Circulation 11:317, Feb. 1955. 5. Miller, J. M. et al., 
Antibiotics Annual 1954-55, Medical Encyclopedia tnc., N. Y., 
p. 105. 6. Seal, J. R. et al., J. Lab. & Clin. Med. 44:831, Dec. 
1954. 7. Martin, W. J. et al., Am. Pract. & Dig. Treat. 5:813, 
Oct. 1954. 8. Henner, R., Eye, Ear, Nose & Throat Monthly 
33:530, Sept. 1954. 9. Rodstein, M. and Young, D., Clin. Med. 
61:695, Sept. 1954. 10. Bernstein, S. H. et al., A. M. A. 
Arch. Int. Med. 93:894, June 1954. 11. Craige, E., North Caro- 
lina M. J. 14:593, Dec. 1953. 12. Barach, A. L., J. Amer. Ger. 
Soc. 1:616, Sept. 1953. 13. Barach, A. L., Geriatrics 8:423, 
Aug. 1953. 14. Boger, W. P., indus. Med. & Surg. 22:288, 
July 1953. 15. Young, D. and Rodstein, M., J.A.M.A, 152:987, 
July 1953. 16. Queries and Minor Notes, J.A.M.A. 152:1083, 
July 1953. 17. Roberts, E., A. M. A. Amer. J. Dis. Child. 85: 
643, June 1953. 18. Spink, W. W., J.A.M.A. 152:585, June 
1953. 19. Huang, N. N. and High, R. H., J. Pediat. 42:532, 
May 1953. 20. Antibiotics: Round Table Discussion, Pediatrics 
11:270, March 1953. 21. Feinberg, B., Rhode Isiand M. J. 36: 
138, March 1953. 22. Flippin, H. F., Delaware State M. J. 25: 
55, March 1953. 23. Denny, F. W. Jr., Postgrad. Med. 13:153, 
Feb. 1953. 24. Flood, J. M., A. M. A. Arch. Dermat. & Syph. 
67:42, Jan. 1953. 25. Kohn, K. H., Milzer, A. and MacLean, H., 
J.A.M.A. 151:347, Jan. 1953. 26. Siegal, S. et al., J. Allergy 
24:1, Jan. 1953. 27. Statements of American Heart Associa- 
tion, Council on Rheumatic Fever and Congenital Heart Dis- 
ease, J.A.M.A. 151:141, Jan. 1953. 28. Keefer, C. S., Pennsyl- 
vania M. J. 55:1177, Dec. 1952. 29. Kerrell, W. E., J.A.M.A, 


*pentios’® is A SQUIBB TRADEMARK 


150:1450, Dec. 1952. 30. Levy, D. F., Connecticut State M. J. 
16:899, Dec. 1952. 31. Romansky, M. J. and Kelser, G. A., 
J.A.M.A. 150:1447, Dec. 1952. 32. Thomas L., Minnesota Med. 
35:1105, Dec. 1952. 33. Jones, C. C., J. lowa M. Soc. 42:533, 
Nov. 1952. 34. Reimann, H. A., Postgrad. Med. 12:255, Sept. 
1952. 35. Bunn, P. A., N. Y. State J. Med. 52:2005, Aug. 1952. 
36. Finland, M., New England J. Med. 247:557, Oct. 1952. 
37. Babione, R. W. et al., U. S. Armed Forces M. J. 3:973, 
July 1952. 38. Hansen, A. E., South. M. J. 45:423, May 1952. 
39. Dowling, H. F., G. P. 5:53, Feb. 1952. 40. Rhoades, P. S., 
G. P. 5:67, Feb. 1952. 41. Dowling, H. F. and Lepper, M. H., 
Med. Clin. North Amer., Jan. 1952, p. 247. 42. Karelitz, S. 
and Schifrin, N., Postgrad. Med. 11:17, Jan. 1952. 43. Panel 
Discussion, Pennsylvania M. J. 55:42, Jan. 1952. 44. Flippin, 
H. F. et al., J.A.M.A. 147:918, Nov. 1951. 45. Massell, B. F., 
Mod. Concepts Cardiovas. Dis. 20:105, Sept. 1951. 46. Wein- 
stein, L., Boston Med. Quarterly 2:1, Sept. 1951. 47. Massel, 
B. F. et al., J.A.M.A. 146:1469, Aug. 1951. 48. Finland, M., 
Bull. New York Acad. Med., 27:199, April 1951. 49. Wheatley, 
D., Brit. M. J. 1:703, March 1951. 50. Keefer, C. S., Postgrad. 
Med. 9:101, Feb. 1951. 51. Bunn, P. A. et al., J.A.M.A. 144: 
1540, Dec. 1950. 52. Weinstein, L. and Perrin, T. S., J. Pediat. 
47:844, Dec. 1950. 53. Keefer, C. S., Am. J. Med. 7:216, 
Aug. 1949. 54. Robinson, J. A., Hirsch, H. L. and Dowling, H. 
F., Am. J. Med. 4:716, 1948. 55. Barach, A. L. and Garthwaite, 
B., Ann. Aliergy 5:297, Aug. 1947. 56. Herrold, R. D., J. Urol. 
57:897, May 1947. 57. White, H. J., Lee, M. E. and Alverson, 
C., Proc. Soc. Exper. Biol. & Med. 62:35, 1946. 58. Baumann, 
F. et al., J. Allergy 17:264, Sept. 1946. 59. Gamble, T. 0. et 
al., Am. J. Obst. & Gynec. 50:514, Nov. 1945. 60. Woofter, 
A. C. and Hoffman, 0. E., J. lowa M. Soc. 35:189, May 1945. 
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...from Two 
Outstanding Cases 


RED LABEL . BLACK LABEL 
Both 86.8 Proof 


Johnnie 
Bia 


ck Labe' 


Johnnie Walker stands out in its devotion to 
quality. Every drop is made in Scotland. Every 
drop is distilled with the skill and care that 
come from generations of fine whisky-making. 
And every drop of Johnnie Walker is guarded 
all the way to give you perfect Scotch whisky... 
the same high quality the world over, 


BORN 1820... 
STILL GOING STRONG 


JOHNNIE 
WALKER 


BLENDED SCOTCH WHISKY 


CANADA DRY GINGER ALE, Inc., New York, N, Y., Sole Importer 


PATENTED WEDGE 
GIVES SUPPORT 
TO CENTER LINE 
OF BODY 
WEIGHT 


Insole extension and Qwedge Jat inner corner of 
heel where support is most needed. 

@ The patented arch support construction is guaran- 
teed not to break down. 

®@ Iinnersoles guaranteed not to crack or collapse. 

® Foot-so-Port lasts designed and the shoe construc- 
tion engineered with orthopedic advice. 

® Conductive Shoes for surgical and operating room 
personnel. N.B.F.U. specifications. 

@ We are also the manufacturer of the Gear-Action 
Shoe designed by noted orthopedic surgeon. 

® We make more shoes for polio, club feet and dis- 
abled feet than any other shoe manufacturer. 


Send for free booklet, ‘‘The Preservotion of the Function of the 
Foot Balancing and Synchronizing the Shoe with the Foot."’ 


Write for details or contact your local FOOT-$SO-PORT 
Shoe Agency. Refer to your Classified Directory 


Foot-so-Port Shoe Company, Oconomowoc, Wis. 


A Division of Musebeck Shoe Company 


A Store for... 
Duality Minded 
Who tre Thrift Conscious 


LEIBOWITZ’S 
224-226 Market Street 
Wilmington, Delaware 


FRAIM’S DAIRI 


Quality Dairy Products 


Fince 1900 


GOLDEN GUERNSEY MILK 


Wilmington, Del. Phone 6-8225 
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We maintain 
prompt city-wide 
delivery service 
for prescriptions. 


CAPPEAU’S 


Drug Store of Service 


DELAWARE AVE. at DUPONT ST. 
Dial 6-8537 


George T. Tobin & Sons 


BUTCHERS 


NEW CASTLE, DELAWARE 
Phone N. C. 3411 


To keep 
your car 
Better-Longer 
use the 
dependable friendly 
Services you find at 
your neighborhood 


DIAMOND - | 


Service 
Station 
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PARKE 


Of Fine Foods 


COFFEE —‘TEAS 
SPICES CANNED FOODS 
FLAVORING EXTRACTS 


L. H. Parke Company 
Philadelphia - Pittsburgh 
7746 Dungan Rd., Phila. 11, Pa. 


Physicians’ and Surgeons’ 
PROFESSIONAL 


Liability Insurance 


Provides Complete Malpractice Protection, 
Avoids Unpleasant Situations By Immediate 
Thorough Investigation And Saves You The 
High Costs Of Litigation. 


The Only Plan Which Is Officially Sponsored 
By Your Local Medical Society 


The New Castle County Medical Society 
The Kent County Medical Society 
The Sussex County Medical Society 


WRITE OR PHONE 
J. A. Montgomery, Inc. 
DuPont Bidg. 10th & Orange Sts. 


87 Years of Dependable Service 
Phone Wilmington 8-6471 


If it’s insurable we can insure it 


POLIOMYELITIS 
IMMUNE GLOBULIN 


(human) 


For the modification of 

measles and the prevention 
or attenuation of infectious 
hepatitis and poliomyelitis. 


LEDERLE LABORATORIES DIVISION 
awenscan Cyanamid company 


PEARL RIVER, NEW YORK 


about 


46 CALORIES 


per 18 gram slice 


WHEAT, WHOLE WHEAT AND FLAKED OR 
ROLLED WHEAT FLOURS, YEAST, MOLASSES, 
SALT, HONEY, MALT, CARAMEL, SESAME SEED, 
YEAST FOOD, WITH AN ADDITION OF WHOLE 
RYE, OATMEAL, SOYA, GLUTEN AND BARLEY 
FLOURS, PLUS DEHYDRATED VEGETABLE FLOURS, 
INCLUDING CARROT, SPINACH, KELP, LETTUCE, 
PUMPKIN, CABBAGE, CELERY AND PARSLEY. 
CALCIUM PROPIONATE ADDED TO 
RETARD SPOILAGE. 

Baked exclusively FOR YOU by 


Under License By National Bakers Services, Inc., Chicago 
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KALAMAZOO 


in which oral 
| 
| 

 tabletsin bottles of 100, 
in bottles of 30, 100, and 500, 


*Trademark for the Upjohn brand of prednisone (delta-1- 


4% 


JOHN G. MERKEL 
& SONS 


Ph ystcians—Hospilal— 


PHONE 4-8818 


801 N. Union Street 


Wilmington, Delaware 


ECKERD’S 
DRUG STORES 


COMPLETE 


DRUG SERVICE 


FOR 


PHYSICIAN - PATIENT 
BIOLOGICALS 
PHARMACEUTICALS 
HOSPITAL SUPPLIES 
SURGICAL BELTS 
ELASTIC STOCKINGS 
TRUSSES 


513 Market Street 723 Market Street 


900 Orange Street 
Manor Park 
Merchandise Mart 


DuPont Highway 
Gov. Printz Blvd. 
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After making rounds at 
THE DELAWARE HOSPITAL 
Stop 
and 
Visit 
Our Newly Remodeled 
Store 
14th & Washington Sts. 
Luncheonette 


For downright convenience, With an Automatic Gas 
comfort and health of your 
family — you should have WATER HEATER 
an ample, reliable supply 
of hot water! With an Auto- 
matic Gas Water Heater in 
your Home, you're sure of 
all the hot water you want, 
when you want it. For light- 
ening household tasks, 
bathing, cleaning, dish- 
washing, laundering and 
many other uses. Besides, you save time and 
worry, for you're sure of constant water tempera- 
tures at low cost. Arrange for the installation of 
an Automatic Gas Water Heater in your home now. 
Ask your Plumber, or stop in to see us. 


DELAWARE POWER € LIGHT CO. 
“The Apypreciates Sorice” 
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Relax the best way 


~ 


pause for Coke 
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THORAZINE* can help your 


patients to endure the suffering caused by 


for example: a burns 


Thorazine’s unique tranquilizing action can reduce the suffering 
caused by the pain of severe burns. “Thorazine’ acts, not by elimi- 
nating the pain, but by altering the patient’s reaction—enabling him 
to view his pain with what has been described as “serene detach- 
ment.” Karp et al.,! reporting on the use of “Thorazine’ in patients 
with severe pain, observed that “Thorazine’ produced “a quiet, 
phlegmatic acceptance of pain.” 


‘Thorazine’ should be administered discriminately and, before prescribing, the 
physician should be fully conversant with the available literature. 


‘Thorazine’ is available in ampuls, tablets and syrup (as the hydrochloride), and 
in suppositories (as the base). 
Smith, Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. for chlorpromazine, S.K.F. 
1. Karp, M., et al.: Am. J. Obst. & Gynec. 69:780 (April) 1955. 
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